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I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  . 190  <Z.to .r<Lrj/.^Z. . 190  r. 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  a^follows^ 
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*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information.”  If  In  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details, 
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*  City  or  town,  street  and  number,  if  any,  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  ‘‘Special  Information,”  If  in  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
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. Registered  No. . 

T,„0'} . . 91 . . r,r! . . k . 190  S" 

Residence  . 7..  '.1.1 1-i?. . ^ . Age .  7y'.7 . years . . menths .  ...  .J. days 


f 


STATISTICAL  RETAILS 


SEX 


COLOR 


V~l 


SINGLE,  MARRIED, 

WIDOWED,  OR  ^ 

DIVORCED  /I'll 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


Ty?  ijOi/j/ud/ 


NAME  OF 
FATHER 


ID 


JJUAMA  tJOAA/VlA. 


(Daj/Z 


BIRTHPLACE 
OF  FATHER* 


f,cviA,  d . 


MAIDEN  NAME 
OF  MOTHER 


a 


'AAAA  , 


BIRTHPLACE 
OF  MOTHER* 


Vj/L 


OCCUPATION 


L  (%/ia,  d 


AAjQAy  Cam  j/As 


INFORMANTS 


Cud 


CiZAJ 


PLACE  OF  BURIAL  OR  REMOVALa 


0  cij)  (tTAj  t  (AAKhaM id 


UNDERTAKER 


a*. 


*h\,  y '(rusvc. 


DAT£  of  burial 


Address 


fa  /AUfjdt  Cd\- 


RJIYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . .7777.... . 190 . to . ..7 . 190 . , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above/'Snd  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary:  . . 


.(DURATION) . DAYS 


Contributory: 


n 


. . . . ..‘.^duration)  . 


’duration) . DAYS 


(Signed) . 7.7.:..'... 7:77. 77..7.Y7 . . M.D 


.190..!.. (Address) ..../. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 
Place  of  Death?  . 


.years. . months.. 


.days 


Where  was  disease  contracted, 
If  not  at  place  of  death? . 


Filed  ' 

. 


.190 


t 


7j 


Clerk 


*  City  or  town,  street  and  number,  if  any,  If  death  occurs  away  from  USUAL  RESI¬ 

DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 

*  State  or  country  j  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 

- -  CITY  OF  LOWELL 

A  A  RETURN  of  a  death  (CITY  OK  TO  WX.) 

n  *  Jn  frE?  sin  A,  fit  *  a  /  . .  I  ^ 


FULL  NAME..] ...fjZJ.JA^.VkWr. .0. . Registered  No. 

r,;- ! . . r  . 1 l . .90  r' 

. Age... . L . years . ......£. 


Residence 


..years.. 


.190 

.  .months . C.rr. . days 


STATISTICAL  DETAILS 


SEX 

V 

COLOR  A  J 

SINGLE,  MARRIED,  U 

WIDOWED,  OR  / 

DIVORCED  ^ 

MAIDEN  NAMEt 

HUSBAND’S  NAME  t 

BIRTH  PLACE  t 

"IflA/CXAj 

NAME  OF 
FATHER 

(nAAs  GM)  yf')  ChbsViAsQyiA 

BIRTHPLACE 

OF  FATHER  t 

O.AJtJeAAAs({ , 

MAIDEN  NAME 
OF  MOTHER 

Caaa^i, 

iJjL  %i  (xJLsMaaA 

BIRTHPLACE 

OF  MOTHER  t 

^ A  1.& OlAAs  cl 

OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR.  REMOVAL 


Mm. 


'OuhJJ  • 


UNDERTAKER  . 

Q/Jbtx%  .M 


Cu/(M 


r- 


DATE  OF  BURIAL 

I.MaAI . i.?L..  190.^. 


PHYSICIAN'S  CERTIFICATE 


I  HEREBY/  CERTIFY  that  I  attended  deceased  during  las^ 
illness,  from 190  ./'.to (J-.-CwL,../---—- 190  ... , 

that  to  the  best  of  my  knowledge  a'nd  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

jxti 


Primary: 


/)Av  OiAAjJMM 


.(duration) . DAY8 


Contributory: 


(Signed) . 2 

.190.  .....(Address) . M./.dJj. 


....6ou*AT1*n)  ...  J . DAY8 

l,m.  d.  , 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . .TTTTT..... years . . . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . . . 


Filed/ 

. xj.QlAA~.J.£t....\9o£... 


±L 


Clerk 


^^ity^Mown^treeMndTumber^l^nyT^Meatl^ccur^wa^Vom^SUAL  RESI¬ 

DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  j  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 

DEATH 


/0 


( CITY  OJt  TOWN.) 


FULL  NAME 


RETURN  OF 

. . .  . „ . . 

"Z*  1 . . s . »» ? 

■  Age . 


Residence  . '.C . 


..years .  . ' . months . days 


STATISTICAL  DETAILS 


SEX 


COLOR 

udLcz 


MARRIED, 

WIDOWED)  fJR 

Divanocp 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


-V  X*  7  h  i  £ 

//.  />/.f  & 

Jl  frPlt 


BIRTHPLACE 
OF  FATHERt 


c£/< 


MAIDEN  NAME 
CK;  MOTHER 


BIRTHPLACE 
OF  MOTHER J 


OCCUPATION 


INFORMANT  § 


^ Z  St  ?  T-Cr*-/ 


LACE  OF  BURIAL  OR  REMOVAL  II 


DAT^koF  BURIAL 


. 190. 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 
illness,  . OO.^.'.tov..^!....?..../ . I90.&.., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary:  . r... 


7 


.(duration).  .  ..  DAY  8 


Contributory: . 

(Signed) . . M.D. 

1 9  Of..  ■  ..(Add  ress).  . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . . months . days 

Where  was  disease  contracted. 

If  not  at  place  of  death? . 


. 


U 


^*22 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country)  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


— 


_ 


— 


0 

z 

Q 

Z 

DO 


ft 

0 

Lj_ 


Q 

U 

> 

ft 

U 

0) 

LI 

ft 


o 

£ 

O 

o 

Ul 

& 


I- 

Z 

bl 


s  g 


£ 

U 

Q. 


<  Ul 

09 


<0 


O 

<0  •“ 


X  (0 

H  Ul 


Z 

0 

ft 

< 


x 

i- 


H 

3 

O 


COMMONWEALTH  OF  MASSACHUSETTS 


J-Z 


s 

< 

z 


-! 

-I 
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RETURN  OF  A  DEATH 


(CITY  OR  TO  WN.) 


FULL  NAME  . . Registered  ^lo. . 

. 1 . . ,90  / 


Place  of 


months . Jays 


SEX  . 

COLOR 

SINGLE,  MAftfl+ED, 

& 

z 

WFBOWED,  TTR 

MAIDEN  NAME  t 

HUSBAND’S  NAME  t 

BIRTHPLACE* 


I  HEREBY^CERTIFY  that  I  attended  deceased  during  last 

illness,  from . 190'..... to  . I90.<£ , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


NAME  OF  [) 

FATHER  ..  'v  _ 

/ ,  ij  /  /7  /  / 

BIRTHPLACE 

OF  FATHER*  v  ~ 

MAIDEN  NAME  [) 

OF  MOTHER  S 

oaA  /// 

BIRTHPLACE  // 

OF  MOTHER*  *  u 

/7° 

/ 

OCCUPATION 

l 

INFORMANT  § 

PLACE  OF  BURIAL  OR  REMOVAL  II 

DATE  OF  BURIAL 

. 190..$^. 

UNDERTAKER  / 

ADDRESS 

duration)...  y .  DAYS 


Contributory: 


.  (duration) . DAY S 

.M.D. 

.  (Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? . years...., . . months . days 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


Fifed 


A 


Clerk 


♦City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


if  '•  / 

COMMONWEALTH  OF  MASSACHUSETTS  /L 

- -  CITY  OF  LOWELL 

RETURN  OF  A  DEATH  (city  or  tow*.) 

FULL  NAME  . Q .&££ 1 es... ?l.nnicK.r . Registered  No.  .3-C>.Q. 

PDeCaeth0*f  S . St  ..John '  « ...lio  l.l,....Mas  s . . |- Feb,.  7, . i90  3 

STATISTIC  Ah  DETAILS 

PHYSICIAN’ S  CERTIFICATE 

SEX  COLOR  SnUtJE-E,— MARRIED, 

.  ,  ,  — nrmewrD,  Oft- 

M.  White  owoRoeo- 

1  HEREBY  CERTIFY  that  1  attended  deceased  during  last 
illness,  from . — . 190 . to . . 190 . , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 

date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 
Primary:  PnUemOJlia 

MAIDEN  NAMEt 

HUSBAND’S  NAME  t 

BIRTHPLACE* 

Ireland. 

NAME  OF 

FATHER 

Richard  FirmicK 

Contributory:  EPi  thelior.ia  Of  lip, 

BIRTHPLACE 

OF  FATHER* 

Ireland. 

(signed). ...'Tce....vinsen t  Mei.gs, ....  M.D 

MAIDEN  NAME 

OF  MOTHER 

Ellen  not  Known 

.Feb 190. (Address) . 1G O..Me rrinack  St . 

BIRTHPLACE 

OF  MOTHER* 

Ireland. 

SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . months . days 

Where  was  disease  contracted. 

If  not  at  place  of  death? . 

OCCUPATION 

Fanner. 

INFORMANT  § 

Daughter , 

Miss  Mary  Finnish 

Filed 

Feb. ...1.0, I90..8 

City  Clerk 

PLACE  OF  BURIAL  OR  REMOVAL  II 

St . Pat rich  *  s  Cemetery 

DATE  OF  BURIAL 

Feb.  10,  1908 

.  190 . 

*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details, 

Name  of  cemetery. 

UNDERTAKER 

J.  F.  O'Donnell  &  Sor 

ADDRESS 

iB, 324  Market 
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COMMONWEALTH  OF  MASSACHUSETTS 

RETURN,  OF  A  DEATH 


( CITY  OR  TOWN. 


FULL  NAME 


Xl  .  Ktlu"N 

. . Registered  No. . . 

zz* :  y  ^df/.CcAL^yO°zz  \  . ,90  f 

Residence  f. . .It . \%e 


..months . days 


STATISTICAL  DETAILS 


PHYSICIAN'S  CERTIFICATE 


COLO 


SINGLE,  IVTAWWrgD, 
VnOOWEO»OR 

.dp/orccp  - 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  190  -^T.to . 'Z  .  /j>  190  8^ 

that  to  theiaest  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF.DEATH  was  as  follows: 


Primary:  ....' 


above,  and  that  the  CAUSE  OF  DEATH  was  as  follows 


.(duration)... 


/X 


Contributory: 


’■A 0  U  ration) . .^....DAYS 


(Signed).  (yS 

90.. ^(Address) . J 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 
Place  of  Death?  . 


.years . . months . days 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


Filed 

3LLaz . i90r. 


Clerk 


PLACE  OE-^U RIAL  OR  REMOVAL  II 


DATE  OF  BURIAL 


ADDRESS 


*  City  or  town,  street  and  number,  if  any,  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information.”  If  In  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetery. 


I 


4 


' 


FILL  OUT  WITH  INK. -THIS  IS  A  PERMANENT  RECORD 
ALL  NAMES  TO  BE  IN  FULL 


COMMONWEALTH  OF  MASSACHUSETTS 


A* 


RETURN  OF  A  DEATH 

FULL  NAME  . . 

j  Place  of  )  O 
Death  *  i 


. Registered  No 

Date  of  [ 


(CITT  OR  TOWN.) 

.ZvT 


Residence 


(  Death  !  -1-. -Ll,h:UjLaJ3UJ..l.Tr|90^. 

,.^.OXL^LJa^....C'LJ!^ULjLr^^ cL . Age . aL^oLr. .  ....years . \. .  1 . months . I.  ,7j . days 


STATISTICAL  DETAILS 


SEX 

rr)oJL®_ 


COLOR 


SINGLE,  MA-RR+tD, 

W+BOWtOj-OR 

DFVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


NAME  OF 
FATHER 


^-€^grr-(^g--  ■ 


BIRTHPLACE 
OF  FATHER* 


'-Qj-OuJ^^ert — d . 


MAIDEN  NAME 
OF  MOTHER 


CC^  .  iOotjO — ■ 


BIRTHPLACE 
OF  MOTHER* 


(Lfe  rj  TTLaXonj2 


OCCUPATION 


to) 


INFORMANT  § 


QjCjlXjtoj2_  ^  CKl);  - 


PLACE  OF  BURIAL  OR  REMOVAL  II 


sR-eJtern  tcnnr-iqjfr£> 


UNDERTAKER 


^  HaX CulXXjljP,^ ~t>  Co. 


DATE  OF  BURIAL 

'-V 


ADDRESS 


HruLoc^tC.  Sl  j 

V'-mjLrtl  LIT7]0^* 


PHYSICIAN'S  CERTIFICATE 


I  HEREBYjCERTIFY  that  I  attended  deceased  during  last 

illness,  from  I90/£.to  . 190(5", 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUS£  OF  DEATH  was  as  follows: 

ia^:  . . 


Primar 


.(duration) . . DAY8 


Contributory : 


(.DURATION; . DAY3 


(Signgd) . . M.D. 

/  ^.190  ($(Address) . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 . years . . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death? . . 


_Filed  v  , 

&4../..C . i9o£. 


O>-0^n 


Clerk 


*  City  or  town,  street  and  number.  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information."  If  In  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 
t  State  or  country  j  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 

OF  A  DEATH 


FULL  NAME 

Place 
Death 


. QCAAac 

\cityok  TOWN.) 


/ 


RETU1 

. Registered  No...  / 

I°*f  I . LA^ALbL . . . :  t$7. . DDaeathf  ( . . 190  / 

Residence . Age . .^..-Zyears. . L)?... months . /Zhrf.days 


STATISTICAL  DETAILS 


SEX 


COLOR 


•aiHStrer-MARRIED, 
w+e©wnjf  OR 
DfVORCED-. 


MAIDEN  NAME! 
HUSBAND’S  NAME 

BIRTHPLACE*  ( 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


C 


MAIDEN  NAME 
OF  MOTHER 


Ml 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


C/[  ^  1  ^0-r^-\y 


INFORMANT  § 


I  3 

Xy  AJA-j) 


E  OF  BURIAL  OR  R EMOVAL II 


UNDERTAKER 


w 


AfyZtfAs  fy£v 


DATE  OF  BURWL 

.<rLdU.-...(Z.....  190./^ 


ADDRESS 

w. 


tiAAy- ll/- 


PHYSICIAN'S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from.....>~'^...^?...?r.  I9o£..to. . 190  '.., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  an<£±hat  the  CAUSE  OF  DEATH  was  as  follows: 

Primary :  . 


Contributory : 


. . tDURAT 


(duration).....1?^?. . DAYS 


<P, 


. (duration) . ....A . DAY8 

(Signed)  . V.. . . . VM.D. 

/>  /  '  A  /  C. 

7  (  ion  a  tf.AAvt.cy  7 


I90.S7.. (Address) . . . . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 


Filed 


Opvnx 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  j  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


.  ■ 


.+ 


0 

z 


Q 

Z 

CD 


0 

L 


Q 

K 

O 

o 

U1 

K 


LU 


Q 

Ld 

> 

(Z 

u 

if) 

u 

tt! 


< 

s 

K 

Ui 

CL 


0) 


Z 

0 

Ct! 

< 


_i 


V) 


UJ 

m 


o 

H 


X 

K* 


(/> 

in 

S 

< 


E  < 


5” 

3 

O 


J 

iZ 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A  DEATH 


JQL&l&l 

\(CITY  OR  TOWN.) 


/r 


FULL  NAME  ...Jl.O/lC 


.Registered  No. 


it 


Place 


Death 
Residence 


r  J . .  S 'It CLU.J.. . . (90 /. 

. fc.k.  years. . ?T77r....  months . 


4 


■  Age. 


days 


STATISTICAL  DETAILS 


SEX 

c 


& 


COLOR 


yjr~ 

/(/ 


-eilU^LT,  MARRIED, 
WIDOWED,  OR 
DivonecD 


MAIDEN  NAMEt  'Ml  ‘dJjLh^ 


HUSBAND'S  NAME  t 


1/j(2lLznL . 


BIRTHPLACEt 


NAME  OF 
FATHER 


QOUCi 

!  AJrststt ,  frlsn,/„ 


JTT^S/, '  Ct/ . 


. ..JCls. . 

ttrCCf:. . . ..i).. . (duration).....^?.. 

^^Contributory :  .../L 


BIRTHPLACE 
OF  FATHER t 


MAIDEN  NAME 
OF  MOTHER 


.  ^7 


U  (J  / 

/  /  a.-viyi'YaJ^ 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


_ _ _ 


L/„ 


informant! 


W. 


/ 


tctnuiWlcI  Q-  CayiCC 


PLACE  OF  BURIAL  OR  REMOVAL 


DATE  OF  BURIAL 

°i/lA 


/jLOsV.- . 190./~-. 


ADDRESS 

"7 


/ 0  /f^A^^yXW. 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during,  last 
illness,  from . I90.b,.to . ^ZLf£^£-.4,’l90.y.., 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary : 

X  1 


. . . . . ~~....  (duration) . DAYS 

(Signed) . . M.D. 

....^^hf.-..t/.^..l90.^..(Address).....^^^^^S^rj^^^T^?^..<'.. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death 7 . years . months . days 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


Filed 


taj.  /_ . |9o.C.  Trt. . 

Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county.  If  known. 

.  §  Name  and  address  of  person  giving  statistical  details. 

/||  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


/Z  1 


( CITY  on  TO  WN.) 

FULL  NAME  . rf..T . . Registered  No.  . Ll . 


RETURN  OF  A  DEATH 

rr' } . . **r. . Ji. . . . . .  DDa::r  } . . ,90 

Residence  . . Age . 


Death 

..years. . 


.months . day3 


STATISTICAL  DETAILS 


SEX 

a 


COLOR . 


SINGLE,  MAR  RFC  D, 
WIDOWED,  OR 

Divonoep- 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE? 


BIRTHPLACE 
OF  FATHER? 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


DATE  OF  BURIAL 


ADDRESS 


PHYSICIAN'S  CEETIFICATE 


EBJd  CERTIFY  that  I  attended  deceased  during  last 


I  HEREE 
illness,  from.. 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary: 


.(duration) . DAYS 


Contributory: 


jasagf: 

. I90<ZT.  (Address)....<...*^T.V?...'‘.T.r.T..T<;.;.:'(f.^. .......  r...... 


(Signed). 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? . years . . months . days 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


Fiied 

.  . I90^?!7 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


5Fti.  ■  <  :  sk~ 


.  >4* 


. 


■ 


0 

z 

□ 

z 

DQ 

£ 

0 

Ll 

□ 

u 

> 

£ 

Ld 

(!) 

Ld 

£ 

Z 

0 

tt! 

< 


G 

ec 

o 

o 

LJJ 

£C 


Li 

Z 

< 

2 

0£ 

hi 

a. 

< 

</> 

to 

E 

h* 


3 

U. 


m 

aa 

o 

h* 

(0 

Id 

2 

< 


s  < 


H 

3 

O 

J 

-I 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A  DEATH 

LL  NAME  . i&.  :kTWZU,.OlT>. . Registered  No 2: 

*  ^  1 . . ... . DDeathf  . L.O. 


FU 

Place  of 
Death* 

Residence  JctCt: 


0  ; .  C  | .  : 

(CITY  OR  TOWN.) 

d 


.190 


i. 


•Age. 


ii.. 


..years . ^....months. 


k 


..'Sw .-5T . days 


STATISTICAL  DETAILS 


COLOR 

72?- 


rSUiUite,  m-mw+ed, 

WIDOWED,  em- 
D  rVQ’R  &ED  <V70 


MAIDEN  NAME  t 

^d^xJytJCh 

HUSBAND’S  NAMEt  r  .  . 

BIRTHPLACE* 

■■  JX^-ruLTrXi^--  J  vj  .  Qd  - 

NAME  OF 
FATHER 

CUj-i_cj 

BIRTHPLACE 

OF  FATHER* 

|TJ .  '>4- 

MAIDEN  NAME 
OF  MOTHER 

BIRTHPLACE 

OF  MOTHER* 

— 

OCCUPATION 

INFORMANT  § 

Ha3tT?.  O  U^vu 


PLACE  OF  BURIAL  OR  REMOVAL  II 

S)0  .  ' k-i 


UNDERTAKER 


TOtDL^rujjj^^  v'Ti.  T\)*-fCLo''vi 


DATE  OF  BURIAL 

TXjAoch...!.^..  i9o5.... 


ADDRESS 


J5> 


o .  C4<jijL't-*vs  rnd 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from  . OO^T.to  . 190^, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


(  DU  RATION) . C? . DAYS 


Contributory:  . 


. '5V^7 . A  DU  HAT  ION/ - 

(Signed) .  . ; . /ZY.r/df,d^.& 

^'^T  /^.igo  X(Address).  fa'***'/ 


(duration) . f . DAYS 

M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 


Filed 

.//...I90.r  C 


/  Clerk 

*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information,”  If  in  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 

JState  or  country  j  also  city,  town  or  county.  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A  DEATH 


FULL  NAME 

Place  of  Death  * 
Date  of  Death.. 


Registered  No 


...  "III. . . , . 

. U.^Jl±£ . Age . 


CITY  “ 
OF 

LOWELL 

<57 


STATISTICAL  DETAIL 


W  S?  COLOR  1 

UJWjuU, 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAME  t 
HUSBAND’S  NAME  t 


BIRTHPLACE  t 


1/flM 


NAME  OF 
FATHER 


7. 


BIRTHPLACE 
OF  FATHER  t 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER  t 


jlALCc  Ok _ 


PHYSICIA  X’  S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceas^T  during  last 

illness,  from . 190 jy  ^ta ...  .  lDO.!?^ 

that  to  the  best,  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  of  follows  : 
Primary:  . . 


.(duration) . DAYS 


Contributory 


OCCUPATION 


/Lz 


A 


INFORMANT  AIo  ^ 

UloU  A&uU syvyrj/^  ^ 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

Former  or  How  long  at 

Usual  Residence . Place  of  Death  ? . :v.  Days 

Where  was  disease  contracted, 

if  not  at  place  of  death  ? . 


Filed 


*  PLACE  OF  BURIAL  OR  REMOVAL  ..  ,  .  ~  ~1  "“bircTni 

'A Air's 


DATE  OF  BURIAL 


jfy>  . .  '  ■' in  f/- 

JfcUi  or  Town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL 


Clerk. 


RESIDENCE,  give  facts  called  for  under  “  Special  Information. 9  If  in  a 
or  Institution,  give  its  NAME  instead  of  street  and  number, 
married  or  divorced  woman,  or  widow. 

T  State  or  Country  ;  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetry. 
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COMMONWEALTH  OF  MASSACHUSETTS 
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cQ 

o 

h 

CO 

a 

s 

< 

z 

J 

a 

< 


FULL  NAME 

Place  of  Death  * 


ETURN  OF  A  DEATH 


Registered  No. 


CITY 

OF 

LOWELL 

zz 


& l 


Date  of  Death .  ' . . Age. 


years.. 


V 


2 


months . / . days 


STATISTICAL  DETAIL 


PZ^±L 


T/Le* 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAME  t  - -  » 

HUSBAND’S  NAME  t  — - - 

BIRTHPLACE  t 

NAME  OF 
FATHER 

BIRTHPLACE 

OF  FATHER  t 

MAIDEN  NAME 
OF  MOTHER 

BIRTHPLACE 

OF  MOTHER  t 

OCCUPATION 

'  ft 

INFORMANT  § 

PLACE  OF  BURIAt)  OR  REMOVAL  II 

DATE  OF  BURIAL 

27  e- 

PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . . 190 to .  Z.ZZZ~. .  190.. ^2 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the^CAUSE  OF  DEATH  was  of  follows  : 


I  Primary  : 


UNDERTAKER 

Zuxtxl  c y 


ADDRESS 


4-A 


.(DURATION) . DAYS 


Contributory 


a\  £,  Zh. 


/C  y 

. ioo^ 


190^.  .(Address) 


SPECIAL,  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


Former  or  How  long  at 

|  Usual  Residence . Place  of  Death?. 


.  Days 


Where  was  disease  contracted, 
j  if  not  at  place  of  death  ? . 


Filed 


.  r}7l.4&V.  ..JZ.- . 190 1. . 


££23. 


Clerk. 


•City  or  Town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL 
RESIDENCE,  give  facts  called  for  under  “  Special  Information.’  If  in  a 
Hospital  or  Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 
t  State  or  Country  ;  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

I|  Name  of  cemetrv. 
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COMMONWEALTH  OF  MASSACHUSETTS  CITY 

OF 

RETURN  OF  A  DEATH  LOWELL 


~?3 


FULL  NAME 

Place  of  Death  *. 
Date  of  Death 


Registered  No. 


$,  3 


Age 


.  years .  *  1 — .  months 


days 


STATISTICAL  DETAIL 


SEX 


TnStA 


COLOR' 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


•Ooca.  ' 


MAIDEN  NAME  t 
HUSBAND’S  NAME  t 


BIRTHPLACE  tr 


BIRTHPLACE 
OF  FATHER  t 


** \ 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER  t 


PHYSICIAN’S  CERTIFICATE 


i  lEKiin  tnat  i  attended  deceased  (luring  last 

7/u^./i 

190.  f!.  to  190<lP., 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 
illness,  from. 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  HEATH  was  of  follows  : 


Primary  : 


.(duration) . DAYS 


Contributory 


. .  .  .  •  — '"9  -  ''*"1 . (DURATION) . DAYS 

(Signed) . . M.  D. 

190 


.  (Ad(lre«8),/rr. t 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


Former  or  How  long  at 

Usual  Residence . Place  of  Death?. 


.  Days 


OCCUPATION 


INFORMANT  § 


Where  was  disease  contracted, 
if  not  at  place  of  death  ? . 


Filed 


/ft  .190  r.c 


Jo-Tsy~yA 


Clerk. 


PLACE  OF  BURIAL  OR  REMOVAL 


DATE  OF  BURIAL 


n^t 


UNDERTAKER 


,...I9o r. 


ADDRESS 


•City  or  Town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL 
RESIDENCE,  give  facts  called  for  under  “  Special  Information.’  If  in  a 
Hospital  or  Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 

$  State  or  Country  ;  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetrv. 
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COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A  DEATH 

FULL  NAME 

Place  of  Death*...  . 1*  i^cZuvi^rr^ . . 

$>/  Age  £/• 


CITY 
OF 

LOWELL 

Registered  No. . 


Date  of  Death. 


years .  a  months 


£ 


days 


STATISTICAL  DETAIL 


SEX 


ctfjtA+QoXt, jfc 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAME  t 
HUSBAND’S  NAME  t 


tfSxt'U.lcA' 


BIRTHPLACE  t 


(r^l  -  UA^S _ (yO'l2s'Q 


NAME  OF 
FATHER 


xZ  J<s^  */\ 


O 


BIRTHPLACE 
OF  FATHER 


0^f{jltoL 2*?</  ^  ~/2pT  I'ldliLf  X. 

ce  ,  / 


MAIDEN  NAME 
OF  MOTHER 


^  sJ/l4Svluf  Ql'LlSO, 

r  0 


J>A  '?&■  A  l^JJL 


PHYSICIAN’S  CERTIFICATE 


X  vuIVllP  X  llidl  X  dllcllllcU  (IBlrdSctl  UUIlflg  IttBl 

7?^  /<T  190^.to../^^.. .  .^y.  190..^ 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 
illness,  from. 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  of  follows  : 
Primary  : 


.  M 


.(duration) _ U. . DAYS 


/ 


Contributory 


(Signed) 


BIRTHPLACE 
OF  MOTHER  t 


Q^f-  iff/fl/vtdrvcl/.  fyb 


SPECIAL*  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


OCCUPATION 


r/,  XXX,. 

1/ 


Ov-  jAi-'ryo . 


INFORMANT  § 


Former  or  How  long  at 

Usual  Residence . Place  of  Death?. 


.  Days 


Where  was  disease  contracted, 
if  not  at  place  of  death  ? . 


PLACE  OF  BURIAL  OR  REMOVAL  II 

3  foLnJU  y  t&jtAxTu lT^ 


DATE  OF  BURIAL 


]U/^y!..rLr^:...t9 oJt.. 


UNDERTAKER 


XLaJ,iJIo 


ADDRESS 


CUjt^r 


. ucT.  /&/£*&  ■  ■  ■ 

V  AA 


Clerk. 


♦City  or  Town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL 
RESIDENCE,  give  facts  called  for  under  “  Special  Information.’  If  in  a 
Hospital  or  Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 

£  State  or  Country  ;  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetrv. 
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SEX  .  I  COLOR.  .  ■BHIGI  fc,  M/i 

/I  k*  i  U  -L  momwae, 
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H  < 


3 
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COMMONWEALTH  /OF  MASSACHUSETTS 


-20" 


DEATH 


FULL  NAME 
Place  of 
Death 

Residence 


Registered  No. 


{CITY  OR  TOWN.) 

-SjlT . 

om.  rr !  'MtuuLas.m  r 
q-o 


..years.. 


.. months.... trrr. . days 


STATISTICAL  DETAILS 


HUSBAND’S  NAME  t 


BIRTHPLACE* 


iXogjcrvDtcTrt^ 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER! 


ttuJrvs 


MAIDEN  NAME 
OF  MOTHER 


•I 


BIRTHPLACE 
OF  MOTHER! 


OCCUPATION 


OtJh  yhxmiL 


INFORMANT  § 


7/uijJ^uL 


PLACE  OF  BURIAL  OR  R EMOVAL II 

GdxcnuL 


UNDERTAKER 

CuAAWL  X)Q 


DATE  OF  BURIAL 

,,  g- 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . 190 . to . 190 . , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary:  . ., 


.(oURATIOn) . DAYS 


Contributory: 


vaignecw . .. t.t.t.: —  .  .tt.  - .  .s/.ytt.t.  . ~ ^ . m.U. 

M ..190 .?,.(Address).^^*T?t^/l^^^.vT?^.^ * 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 . years . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death? . 


Filed  n  1 

*7n  .fry.,.  .2.7,....  1 9  o  £ . .  .-.  l\ 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
f  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details, 
iafle  ctf  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A  DEATH 

n  -if  ff 

FULL  NAME  . . UUhLhi^U . 


Place  of 
Death 


*  |  . 


190  / 


months . K?. . .  days 


STATISTICAL  DETAILS 


SEX 


j±L 


COLOR 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


■smtsut,  MARwee, 
WTOOWED,  OR 
.Dtveftetfr 


BIRTHPLACE* 


o  ,  /  / 


r  i 


NAME  OF 
FATHER 


1 


A.  <fc. 


BIRTHPLACE 
OF  FATHER  t 


(? 


e 


^7 


ff'u-t-rLz f\g 


Q/vasaza 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BUR 

/) 


90.#. 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 
illness,  from  -b  .  .  .  190  SlSto  ....lfl/l  &A.  ,  .  190^.., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary:  .  . 

. 


.(duration).. 


. 6, 


Contributory : 


.  (duration) . DAYS 


. . . (.DURATION; . 

(Signed  . M.D. 

7'-"" H  A9 O^i.. (Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 


Filed 

. 190.#: 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information. “  If  In  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country ;  also  city,  town  or  county.  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


■7 


RETURN  OF  A  DEATH  ( CITY  OR  TO  lfrAV 

...is . O-itusS?— .  . Registered  No .  'S.Ol.. . 

*  |  . . 7l.C6U&aX.. .  Death  1  ?  . 190  S'" 

Residence  xA<&kS — \gt...rrrr7. .  . years- . months . days 


FULL  NAME 

Place  of 
Death 


4 


STATISTICAL  DETAILS 


SEX 


ClixL. 


COLOR 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


SINGLE,  MARRIED, 
WIDOWED,  PR 

MvonePD 


BIRTH  PLACE  t 


(jCcisl,  c/C; 


O'C  / 


OCCUPATION 


INFORMANT  § 


7^  O/fz/uA 


PLACE  OF  BURIAL  OR  REMOVAL  I 

It.  ,  _ 


UNDERTAKER 


7  ‘.  0<9 


DATE  OF  BURIAL 


'XX/.Xw.X'.: 


ADDRESS 


//lfr4o>vl 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . 190 to  . JtLAutZJ 90&, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary:  . 


Contributory : 


. A  r  . P. . . ■"* 

(Signed) . , . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . months . days 

Where  was  disease  contracted. 

If  not  at  place  of  death? . 


190.?.. 


Clerk 


/2 


*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information."  If  In  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  NarniT  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A 


FULL  NAME . 

Place  of 
Death  * 


(CITY  OR  TOWN.) 

/ 

.Registered  No. 


■ify-.c/y 


Residence 


DEATH 

. 

afc&foeattf  \  C^<dAsCj£  3.0.,...\9O  ^ 
^ . Age-  . 1C. .  ..years . \J.. . months . days 


STATISTICAL  DETAILS 


6EX<4- 


COLOR 


/j  SINGLE,  MARRIED, 

(ft-  01 'whLvuUs. 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE? 


NAME  OF 
FATHER 


( v-"  . 


BIRTHPLACE 
OF  FATHER? 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 

OF  MOTHER?  77) 

OCCUPATION  ^  ts  . 

(/u2ytcs 

INFORMANT  § 

K 

PLACE  OF  BURIAL  OR  REMOVAL  II 

DATE  OF  BURIAL 

190  liK... 

UNDERTAKER 

— / - - 

ADDRESS 

7  7 

PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . 190 . to . 190 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary:  . . 


Z'Y 


It* 


Contributory : 


. (duration). 

p  J 

. . DAYS 

(Signed) . . M.D. 

./...  l90.^..(Address)...^-‘..^^*r^r!^^^^T??^f . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 . years . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


CITY  OF  LOWELL 

(CITY  OR  TOWN.) 

. . . . . . . . . Registered  No . '  . 

pr,;.f  s . ,//- . mMs* k<tUL . . .  r,r  i . . ».r 

Residence  ...2±0M&ISL . 12^.-. pC7.Ad.. . .Age . .fT. 


FULL  NAME 


RETURN  OF  A  DEATH 

f. 


..years.. 


..months . . . days 


STATISTIC AE  DETAIZS 

SEX  <7, 

COLOR  .  / 

SINGLE,  MARRIED, 

WIDOWED,  OR  SiA 

DIVORCED  ^  /hy 

MAIDEN  NAMEt 

HUSBAND’S  NAMEt  £  / 

i  /)  //  ' 

AC  /i/dddlAL.'- 

BIRTHPLACEt 

a Adij  qloaj  oi 

NAME  OF 
FATHER 

BIRTHPLACE 

OF  FATHERt 

^AJaC  Ovu.y  oi . 

MAIDEN  NAME 
OF  MOTHER 

A;-  OUXxAJVIasXA  ,  ^ aaA/Ll 

BIRTHPLACE 

OF  MOTHER  t 

t) AiX2(?]AlyV  c( , 

OCCUPATION 


Cd 


CrvylX 


INFORMANT  § 


Omas 


d. 


PLACE  OF  BURIAL  OR  REMOVAL! 


-frwvul, 


UNDERTAKER 

7/..  / b.  V  ’D  (rwOi 


DATE  OF  BURIAL 

4/0  '  /  O' 

. .  190.X... 


. 190.. 


ADDRESS 

0?  v O^iJljOisytAj  (h 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 
illness,  . 190  ..C.to . 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

primary .  . . . 


.(duration) . DAYS 


£ 


Contributory : 


i i . wry 


(duration)  . . DAYS 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at  _ _  _ 

Place  of  Death  7 . years. . months . /. . days 


Where  was  disease  contracted, 


If  not  at  place  of  death? 


Filed 


5WJ./ 


. 'fab.CLu..r 


190. 


Clerk 


♦City  or  town,  street  and  number,  if  any,  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country)  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

L  II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME  ....Lr.LLr^.^. 

Place  of  I 
Death  *  i 

Residence  ...( 


RETURN  OF  A 

. 


DEATH 


(OI'PV  OR  TOWN.) 

3* 


.Registered  No 


•Age. 


.190^ 


..years.. 


*L/ 


months.  ..■rSrr-.r .  ...days 


STATISTICAL  DETAILS 


SEX  COLOR 


SINGLE,  MARRIED, 

WIDOWED,  OR  -  * 

DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


DATE  OF  BURIAL 


FMTSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY_that  I  attended  deceased  during  last 

illness,  from  . 190  ^to . \90  5?^ 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary :  CfiftJi.C/U . .£>*(. <2_ .T . 


Contributory : 


7 


.(duration).  . ./. .  .  DAYS 


(DURATION) . ......DAYS 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death  7 . 


Filed  j 

C. . /J., . 190 . . . U.A 


/ 


O 


Clerk 


*  City  or  town,  street  and  number,  if  any,  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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Residence 


COMMONWEALTH  OF  MASSACHUSETTS 

A  DEATH 


V? 


FULL  NAME,.. 

Place  of 
Death  * 


RETURN  OF 

h 


(i CITY  OR  TOWN.) 

1/ 


ered  No.. 


U 


. . -JETI . 


.190 


Age . <7...  . . years . months . days 


STATISTICAL  RETAILS 


SEX 


COLOR 


SINGLE,.  MARRIED, 
WIDOWED,  OR 
DIVQ^CED 


/*•"**• - 

MAIDEN  NAME  t 

HUSBAND’S  NAME  t 

BIRTHPLACE* 

NAME  OF 

FATHER 

J 

birthpla6e/ 

OF  FATHefi * 

MAIDEN  NAME 

OF  MOTHER 

BIRTHPLACE 

OF  MOTHER* 

OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL 


£ 


UNDERTAKE 


DATE  OF  BURIAL 

4,/C 


190... 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTJFY  that  I  attended  deceased  during  last 


ed  de 

Ja 


illness,  from.....j . I90^..to  .190. .Sr 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary:  ... 


.(duration)...../.^. 


Contributory : 


(Signed). 


(duration) . DAYS 

. . . M.D. 


i....  At  CS' 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death 7 . years . months . days 


Where  was  disease  contracted, 
if  not  at  place  of  death  7 . 


Filed 

. i9o.£ 


*^5ity  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number. 

In  case  of  married  or  divorced  woman,  or  widow. 
t  State  or  country)  also  city,  town  or  county,  if  known. 

Nan*  and  address  of  person  giving  statistical  details. 

He  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


3^ 


FULL  NAME 

Place  of 
Death 


of) 

i*  r 


Residence 


RETURN  OF  A  DEATH 

/2aLCvu2z(.. . iM.:. . l  OK**-*  . 

/>7  . i  u/j:/c .  ''•/  J90  2 


{CITY  OR  TOWN.) 

3  2 


Registered  No 


■aC... 


7/ 


X  —  J-  / 

■  Age . f. . . years . months . f!7.. . days 


STATISTICAL  DETAILS 


SEX  COLOR  SINGLE,  MARRIED, 

LS  ,  /T  WIDOWED,  OR 

&£**va/£j  DIV0RCED 


WIDOWED,  OR 
DIVORCED  <7„  . 


”''0EM"A"E,  J+.U/A^ 

HUSBAND’S  NAME  t 


BIRTHPLACEt 


jZ. 


2  6? sflAU&C 


(Z-~ 


NAME  OF 
FATHER 


"Ijnspi^ct^o 


BIRTHPLACE 
OF  FATHERt 


{2^PL-  (X/tf.m 


MAIDEN  NAME 
OF  MOTHER 


73r-USl^Ls 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


Ixyi'i  s/2/?3.3rzAS'3C 

jzA 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  I 


l^dstsrrtA  Ssi-  1 


DATE  OF  BURIAL 

2  190 


ADDRESS 


PHYSICIAN’ S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 
illness,  from  7^2^  X?  .  ^  190  IT^to  ^ . 190  $2 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

I  • 


Primary: 


/<?yt 


.(duration) . DAYS 


Contributory: 


■  •..(DURATION) . DAYS 


(Signed) . 


M.D. 


vtyjvK-  \X,  ft) J9 0 ,^T(Add ress) ...  ^ . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 . years . . months . days 


Where  was  disease  contracted, 
If  not  at  place  of  death? . 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information.”  If  In  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 
t  State  or  country;  also  city,  town  or  county.  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

Vame  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


J  3 


RETURN  OF  A  DEATH 


( CITY  OB  TO  If'X.) 

FULL  NAME. . . . . Registered  No . . 

? } . tf^M****.- . . . T2'  i . . »o  sr' 


Place  of 

Death  *  £ . /. . . . .  Death  1 

. .&..V. 


Residence . c. s£.  <£?.  1.  ZZaaIZZ. . Age 


..years.. 


..months . days 


STATISTICAL  DETAILS 


SEX 


COLOR 

Z- 


SmetrE,  MARRIED, 
Wt&OWED,  OR 
DIVORCTD 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


NAME  OF 
FATHER 


60/" 


BIRTHPLACE 
OF  FATHER  * 


c  6./. 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER  t  c 


OCCUPATION 


INFORMANT  § 


rnrsiciAN’s  certificate 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from  . 190.  .4. to  . 190.^., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


Contributory: 


.(duration) . DAY  8 


.  (duration) . DAY 8 


(Signed) . . . M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death7 . years . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 


Filed 


.190 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county,  If  known, 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


311 


RETURN  OF 


FULL  NAME... 

Place  of 
Death  * 

Residence 


DEATH 


A/...  *. . Registered  No 

Date  of  ^ 

Death  l 


( CITY  OR  TOWN.) 

34 


years.. 


/ 


L..3..0.+ . 190^*7 

..months . . days 


STATISTICAL  DETAILS 


SEX 


.  /  COLOR  . 

cM> .  7k 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACEt  m  sy 

3%-Qok-ALi,  0/3&ur~  (t) 


r-i%A/Uri4/~4 


BIRTHPLACE 
OF  FATHER* 


crfkus''  ($ 


MAIDEN  NAME 
OF  MOTHER 


(/)/CjlAs^'  C&. 


BIRTHPLACE 
OF  MOTHER 


0^33^1^  — t/c — _ 


informant! 


PLACE  OF  BURIAL  OR  REMOVAL 


DATE  OF  BURIAL 


P^  ..  190.  z 


ADDRESS 


W0L«/jfr: 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 
illness,  from  190 $^.\o  ...7^ns(/.r.3L&  /\$Q  £ > 

that  to  the  best:  of  my  knowledge  and  belierdeath  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary 


. &. 


.(duration) . 


Contributory: 


yf 

(SignejJ) . 

&4}.A90.3.  (Address)  /w)... 


.  (duration) . DAY 8 

M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 . years . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death? . 


Filed 


.19 


ot. 


/rv  Clerk 

(J  U'l' vv> 


♦City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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MARGIN  RESERVED  EOR  BINDING. 


tic r~ 


COMMONWEALTH  OF  MASSACHUSETTS. 


RETURN  OF  A  DEATH-1908. 

FULL  NAME . .  Registered  No. 

Place  of  Death  \  Boston  Ambulance  of  Div. 3,  Boston  Police  Pent 

and  Residence  j  . 

Date  of  Death . ..?■?: . 


CITY  OF 

BOSTON 

4179 


20 


908.  Age  . F.y . years . .. . months . 1.2 . days 


STATISTICAL  DETAILS. 

PHYSICIAN’S  CERTIFICATE. 

SEX  COLOR  SINGLE,  MARRIED,  WID.,  DIV. 

M  W  S 

1  HEREBY  CERTIFY  that  1  attended  deceased  during  last  illness, 

Maiden  Name . 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

/vp 

Husband’s  Name . 

Birthplace . f.0^.011 . 

Pistol  shot  wound  of  head 

(DaratgpMM  “  . 

9B£r|n]  (Suicidal) 

r  I  0OST 

N^e  of  Olin  L  Wrierht 

Father . . . Ao%, 

XVo] 

Birthplace  - 

of  Father . . 

sSfiA  $J[  I 

ITAA  MV  J 

®-  WvJ 

. . 

Contributory  :  ) 

Maiden  Name  Mary  J  ROSS 

of  Mother .  . 

(Duration)  j  . 

Birthplace  Rockland  IT  B 

of  Mother . . 

Coachman 

Occu  pation . 

,c.  ,.  Geo . B.Maprath ,Med .Ex 

Mar  21 

. 1908.. 

1  nformant . 

SPECIAL  INFORMATION  from  Hospitals,  Institutions,  Transients,  or  Recent 
Residents. 

Concord  "Sleepy  Hollo' 

’  Us?ual  Residence.  J°.vP.k®ll9S?pra  f  3  ShfiW  Ave  ) 

E  V/  Blossom 

May  6 

. mossoYn"Und  ertaki  n/ 

•  (TO  .  . 

A  true  copy.  _  /? 

Registrar. 
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COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A  DEATH 


FULL  NAME 

Place  of 
Death  * 


. 


i . 


r..V 


. . . . — . . Registered  No 


( CITY  OR  TOWN.) 

<3 


Date  of  ( 

Death  5  . . . . 190 


Z  _J 

<  J 

|2 
Ul  z 
CL  Z 

<  111 
03 

(/> 

"  o 

<0  I" 

Z  <0 

I-  111 

I  2 

i  * 


z  -J 

H  < 


Residence  . . . . Age. 


.years.. 


.months . days 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


PLACE  OF  BURIAL  OR  REMOVAL, 

yV'  _  /  j 


DATE  OF  BURIAL 


190.. 


UNDERTAKER 


J&L 


ADDRESS 


MAIDEN  NAMEt 

HUSBAND’S  NAMEt 

BIRTHPLACEt 

7^ 

1  ' — 7 

NAME  OF 
FATHER 

$ 

BIRTHPLACE 

OF  FATHER* 

fee 

'A.*/ 

MAIDEN  NAME 

OF  MOTHER 

>  jc 

A  A 

t/tAO*  y 

BIRTHPLACE 

OF  MOTHER  * 

OCCUPATION 

IN  FORMA-NT  § 

1 

PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from  . 190.8T.to.  . . 3l ?. . 1 9  o  £T, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 


date  stated  aboy^,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 
Primary: 


ited  aboya,  and  that  the  CA 


.(duration) . . DAYS 


Contributory: 


(Signed) . y . . 1.. 


. . M.D. 


.  /... . . .  1 9  0 .  J(T.  ( A  d  d  r  e  s  s ) . . .  7.. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . . ..months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . ' . . 


. 190 1...  . 

(7  rj  Clerk 


*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
tin  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details, 

||  Name  of  cemetery, 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAM 

Place  of 
Death  * 

Residence* 


RETURN  OF  A  DEATH 

_  ....  ..Registered  No. 

. r*  i  . »«*- 

. Age..  . <£?../• .  ..years . . months.  /'/  days 


STATISTICAL  DETAILS 


SE 


COLOR, 


SINGLE,  MARRIED, 

WIDOWED,  OR  “  /) 

DIVORCED 


MAIDEN  NAMEt 


HUSBAND’S  NAME 


BIRTHPLACEt 


NAME  OF 
FATHER 


K dL 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAM 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


PLACE  OF  BURIALyOR  REMOVAL  II 


UNDERTAKER 


rlfaJ2t^/iJL  ^ 


DATE  OF  BURIAL 


. 1 9o. 


ADDRESS 

<3 


PHYSICIAN'S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from  190  ^..to ~fy)..ZZAi '..b 190  <Z.., 

that  to  the  best  of  my  knowledge  and  belief  deatnoccurred  on  the 
date  stated  abpve,  and  that  the  CAUSE  OJF  DEATH  was  as  follows: 

Primary:  y\p 'Or 

Pftl£sri.vn-.t 

.(duration) . . DAYS 


Contributory: 


(duration) . DAY  8 


(Signed) 

.3. 190^:. (Address) . 3 

SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . . . 


Clerk 


*  City  or  town,  street  and  number.  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 

Place  of  ) 

Death  *  ) 

Residence 


RETURN  OF  A  DEATH  (rrrrr  or  towK.) 

. . Registered  No. .  ^ . . 

. m/r 

Age . years . . months . .Z7r. . days 


STATISTICAL  DETAILS 


SEX 


COLOR 


IT j 

KJiiiCi 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTH  PLACE  t 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER t 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  I 


UNDERTAKER 


DATE  OF  BURIAL 

7?P*-7 M9oJr 

ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . ^ ■  \90  £C.\o  .8^ 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

CPidftt 


Primary: 


1 


Contributory 


.(duration). 


..(DURATION). .. .^^T.  - DAYS 


(Signed). 

^ ky  j  j  /  ^  /  ’  j  / 

190.  ^}..(Ad  d  ress) . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 . years . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 


*  City  or  town,  street  and  number,  If  any,  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
f  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 

Place  of 
Death 


of) 

i*  ) 

Residence 


RETURN  OF  A  DEATH 

/.(OU2C.. 

<pc.. 

^OAX^P/C- . 


Date  of 
Death 


{CITY  OB  TOWN.) 

Registered  No.  *■?.  /.. 

}  'Muy ...  Ay 


La 


190  & 


A  ge . A?. . . .years . months . days 


STATISTICAL  DETAILS 


SEX 


COLOR 


a:j£- 


SWQtE,  MARRIED, 


'7AL/yrU2*Cz,  IaMAAAL*—  LLk 

MAIDEN  NAMEt  „  /-)  / 

HUSBAND’S  NAMEt  *  sf 

ZzZ  sL  It  zP'/ 

BIRTHPLACEt 

NAME  OF 
FATHER 

X 

CC  cCLorrt*S  Ll. 

BIRTHPLACE 

OF  FATHER  + 

/ 

MAIDEN  NAME 
OF  MOTHER 

BIRTHPLACE 

OF  MOTHER* 

OCCUPATION 


_ 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  I 


. 190  JC.. 


UNDERTAKER 


jpP^fol  ’ 


DATE  OF  BURIAL 


ADttRESS 


3 


PHYSICIAN’S  CERTIFICATE 


I  HEREBX'.CI^TIJSY  that  J  attended  deceased  during  last 

A9.  Y  jr.  Jfaa,  *.#&  {■ 


illness,  from 190 .....to AAp.'A.A. . 190.? 

that  to  the  best  of  my  knowledge  and  belief  creath  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary: 


.(duration). 


Contributory : 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death 7 . years . months . ...days 


Where  was  disease  contracted, 
If  not  at  place  of  death? . 


Filed 

. Tpljfhi. . . .  <P.PT.. ,...I90<PIC  .3/.  J: 


iv- 


'  C5W>x 


Clerk 


*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details, 
ame  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


77  .  RETURN  OF  A  DEATH 

FULL  NAME . Ut  '.sy 


Place  of 
Death 


Residence 


40 

CITY  OF  LOWELL 

( CITY  OR  TOWN.) 

. . Registered  No. .  . 

LiiL . ILlhA, . r,r  s . 'zw.qm . iz.  i9o  <r 

l,,l . zx&aJL*. . di . « . t . 


STATISTICAL  DETAILS 


SEX 


COLOR 


A 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCET 


'h. 


PLACE  OF  BURIAL  OR  REMOVAL  I! 


Pi 


UNDERTAKER 


f  AA'U  r\  \  u  LL  .  <----ZPLCX/...L..f.  190. 


7 


^  Q. .  Wju,. 


\AjyUs 


DATE  OF  BURIAL 


y^CuJ  2  Vdcn  f 


ADDRES 


uJnumJL 


MAIDEN  NAMEt  '  ' 

/  j  UVAjfrxfu 

HUSBAND’S  NAMEt  1  j  ,  .  (  j 

’/(  Cu/ja.  d  AAA  J 

BIRTHPLACE* 

CIaajl  d  f.  A 

NAME  OF 

FATHER 

/ 

BIRTHPLACE 

OF  FATHER  t 

Q  / 

^djyx  A  iy(}L(y 

MAIDEN  NAME 

OF  MOTHER 

C  d \  oJ dl,  (o  . 

BIRTHPLACE 

OF  MOTHER t 

d  y 

CX/.AAAJjJLC  , 

OCCUPATION 

/ (d  CrtA  i  L 

INFORMANT  § 

/t^1  aa  d  d  dyisTJ  d  , 

LLLyUl 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  la^.t 
illness,  from . ,dd.-SAU....L^...\00.ddxo. . 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 


date  stated  above,  and  thjit  the  C/tyJ§E  OF  DEATH  was  as  follows : 


Primary : 


7 


. (duration) . DAYS 

Contributory:  . ~7 . 

.  A . l) . f 7""\ . (duration) . DAYS 

(Signed) . rd\S), . T?.,./ '  >. .  ALXVxdldl.  . M .  D. 

■  2?77r!y.^..^..l9oX..(Address) . did/Ml/.l . . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at  _  __ 

Place  of  Death? . years . months . .(....Z?....days 


XL 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


Filed 


a 


.190 


Qvvru-rd^  P-  l>  ad 

. IT/r; . 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  ImML  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

//JLName  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 
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LOWELL 

ed  No.  . . 


OF  A  DEATH 


RETUR 

-Q 


FULL  NAME 


Place  of  Death 


Date  of  Death 


months 


years. 


STATISTICAL  DETAIL 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 


illness,  from 


MAIDEN  NAME  t 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 


HUSBAND’S  NAME 


date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  of  follows 


Primary 


BIRTHPLACE  t 


(duration).  . .  A 


NAME  OF 
FATHER 


DAYS 


Contributory 


BlrtTHPt-ACE 
OF  FATHER  t 


(duration) 


DAYS 


MAIDEN  NAME 
OF  MOTHER 


SPECIAL  INFORMATION  o|Jy  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


BIRTHPLACE 
OF  MOTHER  t 


F ormer  or 
Usual  Residence 


How  long  at 
Place  of  Death  ? 


OCCUPATION 


Where  was  disease  contracted, 
if  not  at  place  of  death  ? . 


INFORMANT 


Clerk 


^City  or  Town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL 
RESIDENCE,  give  facts  called  for  under  “  Special  Information.’  If  in  a 
Hospital  or  Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 
t  State  or  Country  ;  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetry. 


iTE  OF  BURIAL 


'LACE  OF  BURIAL  OR?  REMOVAL 


ADDRESS 


INDERTAKER 


COLOR 

sA 

LE,  MARRIED, 

wicr 

Divd 

IVyED,  OR 
fiCED 
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RETURN  OF  A  DEATH 


CITY 

OF 

LOWELL 


/V 
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FULL  NAME 

Place  of  Death  * 


Date  of  Death 


L/k* 

.  . 


Registered  No.  ^3  0/ 

mrtnthc  f 


months . I . . days 


STATISTICAL  DETAIL 


COLOR 


9INQLE,  MAHOTET), 
WIDOWED,  OR 


PHYSICIAN’S  CERTIFICATE 


MAIDEN  NAME  t 
HUSBAND'S  NAME  t 
BIRTHPLACE  t 


Illness,  from. 7.^.'  T.m  /. . 190/ 

that  to  the  best  or  my  knowledge  ana  belief  death  occurred  on  the 


date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  of  follows  : 


Primary  : 


BIRTHPLACE 
OF  FATHER  t 


Contributory 


MAIDEN  NAME 
OF  MOTHER 


A _ (S|p»ed) 


4^ r^A-, 

. (DURATION) . DAYS 

. s/;;F 


(duration) . DAYS 

M.  D. 


190.F:  (Address) 


SPECIAD  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


Former  or  How  long  at 

Usual  Residence . Place  of  Death  ?. 


.Days 


Where  was  disease  contracted, 
if  not  at  place  of  death  ? . 


PLACE  OF  BURIAL  OR  REMOVAL  H 


DATE  OF  BURIAL 

o.r 


■  cL 


Clerk. 


&2C 


•City  or  Town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL 
RESIDENCE,  give  facts  called  for  under  “  Special  Information.*  If  in  a 
Hospital  or  Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 

$  State  or  Country  ;  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetry.  ** 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 
s,  from.f^?^ _ 190.Tj  ^  ^ 
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COMMONWEALTH  OF  MASSACHUSETTS 


Chelmsford 


RETURN  OF  A  DEATH  ( CITY  OR  TOWN.) 

FULL  NAME . Mlli*m . Ml. .  . Registered  No. . 

p£caeth°f } . Che.linsfprd . Centre . DDaelat°f } . June  .  2.8 . oo  8 

M  It  M  It  ft  47  _  «, 

Residence  . Age . years. . months . days 


.years.. 


STATISTICAL  DETAILS 


SEX 

Male 


COLOR 


White 


SINGLE,  MARRIED, 

WIDOWED,  OR  , 

divorced  Married 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACEt 


Lowell  Mass* 


NAME  OF 
FATHER 


John  Fay* 


BIRTHPLACE 
OF  FATHER  t 


Ireland 


MAIDEN  NAME 
OF  MOTHER 


Bridget  Lamey 


BIRTHPLACE 
OF  MOTHER* 


Ireland 


OCCUPATION 


Farmer 


informant! 


Wife,  Mrs.  Bridget  Fay 


PLACE  OF  BURIAL  OR  REMOVAL  I 


£VAL|| 

owe  11 
St. Patricks  Cemetery 


UNDERTAKER 


J.F.O1  Donnell  &  Sons 


DATE  OF  BURIAL 

June  29  19g 


ADDRESS 


324  Market  St 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 
illness,  from..^fesk».«. . l90.<S^to 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary^.. . 

. rtf . .  r . 


Contributory:  ..s- 


C-.  t 


o  era 

.(duration).. 

✓  A r' 


.  (duration) . DAYS 


(Signed) 

*/.. .  1 9  0.,5.'.'(Add  ress) 


.z9 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents, 

How  long  at 

Place  of  Death? . years. . . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 


Filed 


A?... . 190?:..  . 


(71,.  Clerk 


*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 
t  State  or  country;  also  city,  town  or  county.  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 

P'aCe  °f}^ 


RETURN  OF  A  DEATH 


Death  * * * § 


Residence 


/Z  y ■■  -  Date  of ) 

JZ^-nSlZA^  , .  Death  J  ••• 


Age. 


/■T 


..years. 


months . /.AS . days 


STATISTICAL  DETAILS 


SEX 


/^>V.  COLOR  sT/1  SINGLE,  MARRIED,  -  sj 

J/  (// j  WIDOWED,  OR  /7  Lf 

(/ y  •  ft  1  DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE  t 


NAME  OF 


FATHER 


BIRTHPLACE 
OF  FATHER* 


y^c^gy^%  l /? 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER  * 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURI/^-yOR  JtgMOVALlI 


DATE  OF  BURIAL 


UNDERTAKER 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY^  CERTIFY  that  I  attended  deceased  during  last 

illness,  from \2Q%..\q.  . 190... ..J" , 

that  to  the  best  of  my  knowledge  and  Jrelief  death  occurred  on  the 
date  stated  abow^,  and  that  the  CAUSE  OE^ DEATH  was  as  follows: 

Primary: 


non).. 


Contributory: 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 


Place  of  Death7 . _ _ _ years . .! . months . .ttt. . . . days 


/ 


Where  was  disease  contracted, 
If  not  at  place  of  death? . 


PiloH 


.J.jl . 190.^7.  \ 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 

t  In  case  of  married  or  divorced  woman,  or  widow, 

t  State  or  country;  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


46 


FULL  NAME.? 

Place  of 
Death 


RETURN  OF  A  DEATH 


( CITY  OR  TOWN.) 

4L 


STATISTICAL  DETAILS 


SEX  COLOF^ 

~7H4A  Cufctz- 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAME  t 


HUSBAND’S  NAME  t 


BIRTHPLACE* 


NAME  OF 
FATHER 


birthplace 

OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


//i  c  ja.au 


BIRTHPLACE 
OF  MOTHER  * 
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PLACE  OF  BURIAL  OR  REMOVALII 


DATE  OF  BURIAL 
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P  TTYS  IC I  AN’  S  CERTIFICATE 
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that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary : 


.(duration) . DAYS 


Contributory: 


.  (duration) . DAYS 


(Signed). 


-I9QV.  (Address) . 
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SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 . years . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death? . 


.O,  J- 


*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS  /7 

-  CITY  OF  LOWELL 

RETURN  OF  A  DEATH  \ciTY  OR  TOWN.) 


FULL  NAME 

Place  of  ) 

Death  *  i 


..°P..'PL..\90  cP^ 

months . days 


STATISTICAL  DETAILS 


SEX 


COLOR 


ft. 


SINGLE,  MARRIED,  fn 
WIDOWED,  OR  pO/j 

DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACEt 


OLAAsCuC/Q, 


NAME  OF 
FATHER 
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MAIDEN  NAME 
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BIRTHPLACE 
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PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . T7TT. . 190 . to . TTT . 190 . , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  grfcfyiat  the  pAUSE  OF  QEATH  was  as  follows: 

Primary : 


Contributory : 


..(duration) . DAYS 


(Signed) . . m.Q. 

^  4. .  1 9 0(f. ..(Add ress) . . . .3 .. . U^.. /AAAQO-.G. A v^L 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at  _ _ _  /A 

Place  of  Death? . . years . months . ^...2~..days 

Where  was  disease  contracted, 

If  not  at  place  of  death? . 
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Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  glve-Jacts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  glvfe  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  /  also  city,  town  or  county,  If  known. 

Name  and  address  of  person  giving  statistical  details. 

<2(me  of  cemetery. 


0  '  •  ,'.vi  ■:  i  ■  : 


■  -  •  •  ■  AH CJ  A.  ■  :  V\  * 


.0**  La  bui'frfj: . 

s  ,  ■  ^  •.  ‘  t  •• 

■ 


Av  \s  \ 

>•  '  ..-  v  J  ,*  :.V  ; 


\ 

s  •• .  V 


n4  V.a  ; 


•vv:-  wt 


'j  a 


'■  v 


t* 


'■ ■  '•  !  ]  .  s'.'  Vs  v  t 

— A'fs.  y  .  ji.  -h*P» 


. 


:  ,  '  'f-  ■  3.  .  ■  -  :■  .  -T-*.:  : 


' 

Y  V  9  .  |or> 


,  .  *Jt;  .A..  .  03V .  .  .  .'V  .tSSflsi 

■ 

w  •  .  ■  ,svot!«  batfij*  oteb 


■ 

.3  ,,0  -.  *A  M  V 


•’V  ' 

J*.  '■  ■ 


-  1  ■  ■ 


-S'  \ 

.w  >-  -'A.  a>  >:  v  A, 


^  'A'.-  ± 


•  ■>  e-4 w *. ' ■  Mj.i 


C 

a; 


:  •/  :n- 


< 


V 


j  rs,.-i  Ij  .  s 


A  Mv  V..' 


«MI  . g  .  ’  \ 

:  r  *  '  AVv  'y  .  .V.v;v, 


V  .  A 

•  ",  ,  'y  V  •  *r 


..  'V/i- 


■  j  'r 


\  - 


...  r'Y 


’1  i. '  TAl  |f 

■  . ...  ?;  .  ::  4 

. 

s'. 


c 

*!»««*»  -•  -tel  ■  •■■*?■  *  .  .  .W  ..•**»»*.«“«**»*  >i.  .  •  I#.'.  -*  n  V  .  >AAJM. 


' 

,r.i 


. 

'  ,?■  .  '  .  ” 


.  V  '  . 


Ay  sv  .n 


•  /  .  M I \M  If  .  *  ‘ 

“3r»TO  '  MO  :i* 


V 


V  '..it  u.1 


..  nftaaiis. 


ert’t 


CiX'  >0  -  .  A  N 


•  •  •  U 

.  i  :•;■'■©:  -, j 


iboh-aiTm* .'  ■  v|7,  , 

.  t  j  9  i  *»  ji,  k-->  ■  : 


wwmt  %>  >J  -> Ft  4 


-  *3s\  >,  {jirtr' 


"  A'-': 


.V 


f  f 

S  •  -•  ..'•.  .V  -'  '■ 


' 

:• ...:  i»  o.  1 1.1  is*! i  '• 


iA*9L$ 


a 


•o'-  *  J  j  \;h\*3  ‘■‘t  i  !.. 

.  <  \  V  '  A  J 


.1'../*'  .-.  V  nil  1  ;  iv-.foal  BM1’  ’  til  A*  .  iv-'ijjul 
,*.<  .  10  •<!*!  '  ••  ■->  .  ■  })%• 

.iiviotai  Yi  ,v}m!ti3  i  n»„'  ;f,h  e :•;?.> i#  1  _  . 

'  ■  -■ :  •  v.  v  »  ,  ,  ^ 

>v.t»!T9.  to  feisjsatJU* -A.  ,  .  iV.H.  V'.V-1  1  XX  .  .  V- 


Vi 


■  r-  ■.  J  •*  J .- 

:•;  ••  y^'.s  •"  1 


0 

z 

M 

Q 

Z 

HH 

CQ 

K 

0 

£ 


> 

K 

W 

CQ 

M 

z 


o 

z 

< 


Q 

o 

Q 

Id 

a£ 

H 

2 

td 

2 

< 

S 

e£ 

id 

Ox 


«o 


CO 

r 

H 

* 

Z 

E 

H 


H 

D 

O 

J 

J 


J 

J 

5 

Ux 


eQ 

O 

h 

co 

(d 

S 

< 

z 

J 

J 

< 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN 


A  DEATH 


FULL  NAME 

Place  of  Death  * 
Date  of  Death... 


CITY 

OF 

LOWEL 


Registered  No... 


"jr'j 


>  C  —  *~1r 


Age .  years . 


months. 


days 


STATISTICAL  DETAIL 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAME  t 
HUSBAND’S  NAME  t 


BIRTHPLACE  t 


'H 
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NAME  OF 
FATHER 


PHYSICIAN’S  CERTIFICATE 


ttended  decei 

100.<£, 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . 190 _ 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above, ^and  that  the  CAUSE  OF  DEATH  was  of  follows  : 
Primary  :  _ 


.(DURATION) . DAYS 


Contributory 


BIRTHPLACE 
OF  FATHER  t 
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MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER  t 


. . .  •  '  'J  . (Iiunn  i  II 

(Signed) . -.7. . . . in. 

.  ?r£.  ...loot..  (Address)  '?7.. 


(DURATION) . DAYS 
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PLACE  OF  BURIAL  OR  REMOVAL 


UNDERTAI 
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jfat i 


DATE  OF  BURIAL 
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SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

Former  or  How  long  at 

Usual  Residence . Place  of  Death? . Days 


Where  was  disease  contracted, 
if  not  at  place  of  death  ? . 


Filed 


U. . wo  r.SsLaJ...  3 .Jtidi 


Clerk. 


ADDRESS 


•City  or  Town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL 
RESIDENCE,  give  facts  called  for  under  “  Special  Information. *  If  in  a 
Hospital  or  Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 

J  t  State  or  Country  ;  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details, 
i  ||  Name  of  cemetry. 
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COMMONWEALTH  OF  MASSACHUSETTS 


r<?  y 


FULL  NAME 

Place  of  ; 

Death ' 


RETPR^I  Q 


sex  j  color.  ernurt;  married, 

'V\AaJLl  UjiAAjfct 

maiden  name\  ^  J 


HUSBAND’S  NAME  t 


BIRTHPLACE? 


INFORMANT  § 


I  HEREBY  CERTIFY  *‘~~x  '  ~ttf nrlnrl  rli~r - 1— rtmfrn-tTt 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  ana  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary : 


and  ttjat  the  CAUSE  OF 


Contributory : 


(Signed). yC 


(duration) . DAY8 


M; v  I90^\  (AddressX.Z^r/?.  . ^ 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? . years. . . months . days 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


Filed 


J?.. 


Clerk 


*  City  or  town,  street  and  number,  If  any,  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county.  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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FULL  NAME... 

Place  of )  '"M  . 

Death*  )  •• 

Residence 


DEATH 


yu 


Date  of 
Death  1  ••• 


(CITY  OR  TOWN.) 

Registered  No. .  ZZ . 


STATISTICAL  DETAILS 


Age . ><•  . .years . 


PHYSICIAN’S  CERTIFICATE 


days 


SEX  /]  COLOH*  <  i  SINGLE,  mu n R I E A 

^Max\ 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


yu .  <UuLod 

]aa>Ju^ 

BIRTHPLACE 

OF  FATHER*  LI 

Cw 

MAIDEN  NAME  k  (l  \ 

OF  MOTHER 

r  V 

BIRTHPLACE  ^ 

OF  MOTHER  * 

C/w 

OCCUPATION 

AT 

INFORMANT  § 

\  & 

PLACE  OF  BURIAL  OR  REMOVAL  11 

DATE 

OF  BURIAL 

UNDERTAKER  -  ,  1  -  L  DDR 

\A\jJduxy 

I  HEREBY  CERTIFY 

iiin—u,  . . .  ■■  i— 


>mm*m 


st 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary^. .  .  - . 

(DURATION) . T?..  DAYS 


Contributory : 


.  (duration) . DAYS 


(Signed). 


I90fcrr.  (Address) 
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SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents, 

How  long  at 

Place  of  Death? . years. . . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 


Filed 

\  / 


ML  3? 

J  7/  * 


O' 


Clerk 


*  City  or  town,  street  and  number.  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 
tName  of  cemetery. 


^  ?  '  V 


COMMONWEALTH  OF  MASSACHUSETTS 


0 

z 

M 

Q 

Z 

CQ 

Z 

W 

Z 

Q 

M 

> 

Z 

m 

a 

z 


0 

z 

< 

2 


Q 

oC 

O 

o 

ei 

h 

2 

b3 

Z 

< 

s 

eS 

w 

< 

CO 

>■* 

C/3 

E 


5aS 

2 

E 

h 


H 

D 

O 

J 

J 


J 

J 

D 

fci 


faj 

cQ 

O 

H 

C/3 

bJ 

s 

< 

2 

J 

J 

< 


FULL  NAME 

Place  of  Death 


Date  of  Death . t.f. 


RETURN  OF  A  DEATH 

Cvwi^2-  . (Pc/izJ^ 
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4  l  (AsUstZ  /.£. Age  Z%.. 


CITY  'J  J 
OF 

LOWELL 
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Registered  No.  . 
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SEX  COLOR  . 
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FATHER  ^ 

_ 
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OF  FATHER  $ 

MAIDEN  NAME 

OF  MOTHER 
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OF  MOTHER  t 
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PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 
illness,  from .  /.*Z . .  190^ . to^^^?.  ZC^ ~  . .  190.^^ 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  of  follows  : 


Primary  : 


SPECIAL  INFORMATION  only  for  Hospitals,  Institil^ions,  Transients, 
or  Recent  Residents. 
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PLACE  OF  BURIAL  OR  REMOVAL 

CUjla. 


DATE  OF  BURIAL 


Former  or  How  long  at 

Usual  Residence . Place  of  Death?. 


.Days 


Where  was  disease  contracted, 
if  not  at  place  of  death  ? . 
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. V  . . 


I  UNDERTAKER  Huumyp  .  '  .  ..  J 

l  *  ~  /,  §  Name  and  address  o 

AMvv/v  lC^° 


•City  or  Town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL 
RESIDENCE,  give  facts  called  for  under  “  Special  Information.’  If  in  a 
Hospital  or  Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 

+  State  or  Country  ;  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 
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RETURN  OF  A  DEATH 


FULL  NAME . 

Place  of 
Death 


of) 
i*  f 


Residence 


V 


•W- 


MezkZ. . r,ri . 


. 

( CITY  OR  TOWN.) 

(ZzT 

Registered  No. 


Age  . /• .  ..years. 


STATISTICAL  DETAILS 


SEX 


u 


COLOR 


Lin  y 


SINGLE,  Ma*-RTED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


r./y-  Zfc 


o/ 


_ 


BIRTHPLACE 
OF  FATHER* 


.Zv.  u.  ±lJL-. 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER*  V_/ 


OCCUPATION 


/ 


£Z- 


INFORMANT§ 


c 


— 

PLACEJOF  BURIAL  OR  REMOVAL II- - 

7  W 


UNDERTAKER 

C' 


a'-'O""-. 


ADDRESS 


/ 


Z  /  ixAyy'^A), 


PHYSICIAN’S  CERTIFICATE 


I  HERESY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from. . . £ l9ft£..to ....  . 190(7.., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

V  \ 

Primary:  . 


z. 


(duration).  UL'..  ...DAYS 


Contributory: 


(Signed) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 


Filed  a  ,-y 

. i9oiZ 


L J6-yiS>n 


Clerk 


7^ 


JtCity  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information."  If  in  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 

J  State  or  country  |  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Npp»  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 

Place  of  | 


Death 

Residence 


RETURN  OF  A  DEATH 

h  (Xluf  /(;  /JCxatcmjl 

^TCu 


CITY  OF  LOWELL 

{CITY  OR  TOWN.) 

mr 


7wi<.CViJ.  Age  *-/ 


. Register^*}  No 

DDa::«r! . -M, . ll . 


Age .  .  /.. . years . months . days 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


OCCUPATION 


Qjr  % 


OyiAjj 


INFORMANT  § 


KO  AA.il  Oiaa^ 


PLACE  OF  BURIAL  OR  REMOVAL  II 


n 


Jj^faAistL  lie,  V\Aa  ■  90-^- 

ADDRESS) 


UNDERTAKER 

f] 


DATE,  OF  BURIAL 


MAIDEN  NAMEt  <0/")/)  //  ' 

/r  /  yi  i  a/,  7  -7  -' 

HUSBAND’S  NAME  t  l  {  , 

V^WUA/  X)  OlA/  CA-  l^ 

BIRTHPLACE* 

cX  0-WJ.M . 

NAME  OF 

FATHER 

X  Ca/uvUj 

BIRTHPLACE 

OF  FATHER* 

U  J 

MAIDEN  NAME 

OF  MOTHER 

Cj( i (Ha  *1% r  Jcj  OtAA  cnyi/ 

BIRTHPLACE 

OF  MOTHER  * 

V Ajd  CAAAsd . 

PHYSICIAN'S  CERTIFICATE 


HEREBY 


23 


RTIFY  that  I  attended 

/  6 


eceased  during  last 

il  ,,  r 


illness,  from . '...W.-. . L..L . 190  ..'...to . m,j± .  ...190 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  abovj^,  and  th^t  the  CAUS)EQjp  DEATH  vy^s  as  follows : 

L  dh 


Primary: 


u7’ ",,u 

cuimJL 


hu&.L... Qm A . (hA aAj  ct 4a A. . 


Contributory: 


. (duration) . .  OATS 

cAAkAL<X/b...du^ 


][L 


..(duration) . DAYS 


lAs, 


M.D. 


190. .^..(Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 
Place  of  Death?  . 


.years . months.. 


days 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


Filed  /’ 

. A 


Adm.-t. 


Y-dk.  \  -^  aci'wotXA/^ 

to  i  tu 


Clerk 


■T“ 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country)  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


*7 


RETURJ 

FULL  NAME . QjhJjAUAs. . S, 

pr,h°fi . SauutL 


Residence  . 


A  DEATH 


Age 


Date  of  l 
Death  S 


.years . 


( CITY  OR  TOWN.) 

Registered  No.  J... . 

Jo  .months..  Sr.. 


r 


days 


STATISTICAL  DETAILS 


PHYSICIAN’S  CERTIFICATE 


SEX 


COLOR 


•STWCLe,  Mann  Hie, 

WIDOWED,  OR 


/  /  (CLrC  LXiftULB. 

MAIDEN  NAMEt 

HUSBAND’S  NAME  t 

BIRTHPLACE* 

S  l  tT/c. 

NAME  OF 
FATHER 

CbrjwL  S  Ci^rAin . 

BIRTHPLACE  / 

OF  FATHER*  L. 

MAIDEN  NAME 
OF  MOTHER 

Prl  it!  JubvMA/ 

BIRTHPLACE 

OF  MOTHER* 

OCCUPATION 

CaryM/rJwL, 

INFORMANTS 

fak/rCf*  SeoWLO. 

PLACE  OF  BURIAL  OR  REMOVAL! 


^JjRI\£YcrnxL  Gy 


UNDERTAKER 


a 


XtATUCA.  IX? 


Cc 


DATE  OF  BURIAL 

Ls  .0.  190./S 


Sl 


SKVnzj^Ji 


Primary:  . 

. 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . 190 . to  Q..., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Contributory: 


(Signed).^Z^^^'.^<5 


.  (Address) 


(duration) . DAYS 

1 . M.D. 


/? 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death? . 


-Filed  .  ^  ■ 

. 190.!?. 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country)  also  city,  town  or  county,  If  known, 
jme  and  address  of  person  giving  statistical  details, 
ae  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 

DEATH 


j-r 


FULL  NAM 

Place  of  ) 

Death  *  ) • 

Residence 


{CITY  OR  TOWN.) 


Register^ 
Date  of  (_ 
eath  i 


..years.. 


no /...a)  3...^.. . 

. 190^^ 

..months . days 


STATISTICAL  DETAILS 


COLOF 


MARRIED, 


MAIDEN  NAMEt 

HUSBAND’S  NAMEt  yj  j/ 

f  /  A/  ^ S1...6C. 

BIRTHPLACE* 

NAME  OF  / 

FATHER  /  y,  —  — 

BIRTHPLACE 

OF  FATHER*  . 

MAIDEN  NAME 

OF  MOTHER  / 

BIRTHPLACE 

OF  MOTHER* 

OCCUPATION 


INFORMANT  § 


PHYSICIAN’S  CERTIFICATE 


I  HEREBYj^CERTIFY  that  I  attended/defeased  during  last 
illness,  fron . 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Contributory: 


(Signed).? 


v — - 


..  (duration) . DAYS 


...  M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 . years . . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 


.190 


Clerk 


*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


O 


f 


RETURN  OF 


Death 
Residence 


DEATH 


FULL  NAME 

Place  of  | 


(CITY  OR  TOWN.) 

& 

. Registered  Nc 

*  Date  of  ( 

. .  Death  i . 190 


...years.. 


.  .months . .yr.. . days 


STATISTIC ATj  DETAILS 


SEX 


S1NGLE,  MARRIED, 
WIDOWE0,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


c 


NAME  OF 
FATHER 


rkf- 


BIRTHPLACE 
OF  FATHER* 


^2 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER  t 


OCCUPATION 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY/^CERTIFY  that  I  attended  rfecaas^d  during  last 

illness,  from  &!.!../£.. l9oiT  to . . .  1 9  0^T.f 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary: 


y/zs. 


(duration)../...^ . DAY  8 


Contributory; 


. . 

1 9  O.^J!Add 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents, 

How  long  at 

Place  of  Death  7 . years . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 


. ,90t 


Clerk 


i-Cfty  or  town,  streatand  number,  if  arty.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  faLs  callfed  for  under  "Special  Information.”  If  In/a  Hospital  or 
Institution,  give -its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county.  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


60 


RETURN  OF  A.  DEATH 


FULL  NAME . .... 

Place  of  ) 

Death  *  ) . ^ 

Residence 


(CITY  OR  TOWN.) 

. Registered  No.  Zz.J.Z. . 

. ''Zi'L.ziz-o . DD*i:,r  i 

. Age-  -Z-S- .  ...years . . months . days 


■■(/  - - 

STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 


’  /  widowed,  (OR  ’  /  I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

"  /7  D'U°"0ED^-  "AAsiA 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


ri/LUJLJU- 

MAIDEN  NAMEt 

HUSBAND’S  NAME  t 

Bl  RTH  PLACE  t 

/) 

yjs  tfyyLZ/~7ri zur^^ 

>/  ,Zh 

NAME  OF 
FATHER 

BIRTHPLACE 

OF  FATHER  t 

*2- - 

MAIDEN  NAME 
OF  MOTHER 

BIRTHPLACE 

OF  MOTHER* 

~  / 

Ol  Ajs'L  .ZZ~7Z17.  ZLpJZJrX. 

OCCUPATION 


IN  FORM  ANT  § 


/sGUri 


14L 


PLACE  OF  BURIAL  OR  REMOVAL  II 


'tpf/zLzrris  /j?  l' 


UNDERTAKER 


//  ■ 


DATE  OF  BURIAL 

/7 


~r~ 

ADDRESS 


/  /  /  / 9  Name  and 


PHYSICIAN’S  CERTIFICATE 


Primary 


(duration)..  ..'r.^ . DAYS 


Contributory: 


..  (duration) . DAYS 

/ 


./....  M.D. 


. . -s . ‘>~y  Kuyj 1  * 

(Signedf..  dSfe .  & 

.t. . 190..-^ (Address) . . . . .  ' 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death? . 


Filed 


VI 


i  -Z! 


Clerk 


*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information.”  If  In  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county.  If  known. 

/§  Name  and  address  of  person  giving  statistical  details. 

'  llJ)lame^f-cemetery. 
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COLOR.  IA 

Jl _ ;  ...  J .  1 1  111  LU,i 
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1  i  v 

WIDOWED,  OR 

III 

llAMAX^ 

A  jAtmJU* 

Z  J 

MAIDEN  NAME  t’ 

V  ~Ll  .  /?*"  -  A  WrtAi 

COMMONWEALTH  OF  MASSACHUSETTS 

A  DEATH 


(o 


RETURN 


FULL  NAME . , 

Place  of  l 
Death  *  5  - 


(CITY  OR  TOWN.) 
. . Registered  No 

Ma&U .  ° 


Residence . . . . . . Age 


!fJL 


..years..  . V .  ....months. 


STATISTICAL  DETAILS 


HUSBAND’S  NAMEt 


BIRTHPLACE 
OF  FATHERt 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


INFORMANT  § 


V. 

_ A 

Jl 

« 

PHYSICIAN’S  CERTIFICATE 


I  HEREBYCErfRTIFY  that  I  attended  deceased  during- last 

illness,  from . 190  .^!to .  Orf.  L  spojr, 

that  to  the  best  of  my  knowledge  and  belief  death  occurreg 
date  stated  a^ove,  and  that  the  CAUSE  OFJOEATH  was  ai 

tj/y 


ited  abi 

:  A0 


-  -  —  — 

6~I  Cl,  ct 


(duration) . 


Primary 

. 

Contributory:  ...  . . -d£- 

..(duration), 

( S  i  g  n  e  d ) . . . . 

$$[....'2^. . 190  .^(Address) 

SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents.  «  . 

How  long  at 

Place  of  Death7 . years. . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


4 


*  City  or  town,  street  and  number,  if  any.  If  death  cd 

DENCE,  give  facts  called  for  under  "Special  Information."  If  In  a  Hospital 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 


'lame  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 
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FULL  NAME 

Place  of  Death  *. 
Date  of  Death 


DEATH 


{jm/ 


. Registered  No. 


l 


Age..../../: .  .years . if . months . days 


STATISTICAL  DETAILS 


S6‘^| 


St*«y-&r-HlMtTTU,Pb, 
WIDOWED,  OR  " 
oiwoBrsfr 


MAIDEN  NAMEt  duCUldd'' 


HUSBAND’S  NAME  t 

uMtmrut 

~d\^U  ■ 


BIRTHPLACEt 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  I 

%Axt"Baui. 


UNDERTAKER 


r;  CAuAAdlAL 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from  .../J . t. 190  .'...to  190  2  , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary:,* . .  ,'LUiUC- . . 

v-  .<L/a  tS  1 


Contributory : 


(duration).. •> 


(Signed) 


(Address).. 


'..(duration).. 


M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


Former  or 
Usual  Residence. 


How  long  at 
.Place  o 


if8 Death  7. 


Days 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


Filed 


m,ik . 


u 


C'lerk 


*  City  or  town,  street  and  number,  if  any,  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information."  If  in  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME  - 

Residence  .. 


URN. OF  A  DEATH 

. Registered  No. .  (o  .V* . 

. . isor 

^ .  /  _....  ? 


Age. 


..years.. 


..months . / . days 


STATISTIC AE  HETAIZS 

V'JC 

COLOR  ^ 

SINGLE,  MARRIED, 

WIDOWED,  OR  ,9  •  7 

divorced 

MAIDEN  NAME  t 

HUSBAND’S  NAME  t 

BIRTHPLACE? 

J& 

NAME  OF  — 

FATHEB  jif. 

(ft 

T)* 

BIRTHPLACE 

OF  father! 

i  (/f( 'd&d'. 

s?'sShne ir/v  V  ■// 

Z  C%u£CeA/. 

BIRTHPLACE  .  - 

°™C 

OCCUPATION 

/y^r- 

INFORMANT  § 

0oa 

x 

PLACE  OF  BURIAL  OR  REMOVAL  II 

DATE  of  burial 

J  UNDERTAKE^ 

ADDRESS 

7  J $JUlsrvc£d/t/ 

PHYSICIAN'S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 


ed  deceased  during  last 
\  eL.<5 ...  190  & , 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  QF  DEATH  was  as  follows : 

Primary:  . 


duration) . DAYS 


Contributory: 


.  (duration) . DAYS 


. „.0. 

. .  C^r/'.  %■.  .3. . .  1 9  0 .  .£..(Ad  d  ress)  777. x. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 
Place  of  Death?  . 


.years . months.. 


days 


Where  was  disease  contracted, 
If  not  at  place  of  death? . 


Filed  F' 

(LfcL.A.i, . 19.0.C 


.0 


Os 


Clerk 


JL 


*  City  or  town,  street  and  number.  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country)  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 

DEATH 


RETURN  OF  A 

FULL  NAME . AbMft...  . 


Chelmsford... 

( CITY  OR  TOWN.) 

J&L 


...Registered  No 


Place  of 
Death 


•  } 


. Ch  o  ljn«  fo  r  <3, .  ..Mr  f. s ... . 

ff  ft  ft 

Residence . . . Age. 


85 


Date  oft  Oct.  23d  '  08  . 

Death  I  . 190 


..years.. 


..months . days 


STATISTICAL  DETAILS 


SEX 

Female 


COLOR 

T7h.it  e 


SINGLE,  MARRIED, 

WIDOWED,  OR 

divorced  T7idew#d 


MAIDEN  NAMEt 

Abbio  J*Hurl#y 

HUSBAND’S  NAME  f 

Jeremiah  Frisco 11 

BIRTH  PLACE  + 

Ireland 

NAME  OF 

FATHER 

,  John  Hurley 

BIRTHPLACE 

OF  FATHER! 

Ireland 

MAIDEN  NAME 

OF  MOTHER 

Hot  Known 

BIRTHPLACE 

OF  MOTHER! 

ft  tt 

OCCUPATION 


At  Heme 


INFORMANT  § 


rau::hfccr  Fop.ahca 


PLACE  OF  BURIAL  OR 


RTMOVALJI 

Lew ell 
St. Pat rick's  Comet  try 


_ 


DATE  OF  BURIAL 


Oct  ..26 . 190  8 


ADDRESS 


PHYSICIAN’S  CER  TIFICA  TE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 
illness,  from  :.C^vt^7.....Jb  ., . l9^..to..(L<i^v).>...CL.!??........l9()L;.!) 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary: 


.  . .  ,L .  . $  C. . . . .  . 

Contributory: . 


.ft.aJ.kSta  avion).. 


(duration) . DAYS 

M.D. 


(Signed).. 
^,..^I90S.  (Address) . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  tong  at 

Place  of  Death? . years . months . days 

Where  was  disease  contracted. 

If  not  at  place  of  death? . 


Filed 

'4.. . I9o£L 


J  cm* rxu\. 


Clerk 


*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information."  If  in  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 

RETU 


FULL  NAME 

Place  of 
Death  * 


m  9*  A  DEATH 

sJJJmAM. 


:a  't- .  . Register^* 


CITY  OF  LOWELL 

(CITY  OR  TO  HX) 

;bsz 


. . Cm  At 


..years.. 


STATISTICAL  DETAILS 


SEX 


7h 


COLOR 


u, 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


7n, 


MAIDEN  NAMEt 


HUSBAND’S  NAME  t 


BIRTHPLACE* 


'  Alicxv^d , 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


0'£u 


JalIciAA;  cl , 


AAMa, 


MAIDEN  NAME 
OF  MOTHER 


9W 


BIRTHPLACE 
OF  MOTHER  * 


OCCUPATION 


CAM, 


CL 


OUA. 


INFORMANT  § 


%m  lWru  jOQAjJc  o  iu 


PLACE  OF  BURIAL,  OR  REMOVAL  II 


AXIaa 


M Xcruudl 


jj  UNDERTAKER  ADDRESS  . 

^  d^iriAAJXQ  I) IMm^OUC  Ja  uOAmQawa  J/ 


DATE  OF  BURIAL 


■  3 A  190.t. 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended# 
illness,  from. . . .  sJ..  .k'. .  190  A...  to L-/..^.f.'....5^.“...l90 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 


d^tecc^rsed  d^r 


ring  last 

r 


date  stated  above,  amftthat  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


; . ; . iT . 


Contributory : 


(Signed#. . 

IMM  190. .^.(Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? . years . months . days 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


Filed/'' 


.y^:Ai90jfc.  . 


fry 

li 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 
ll^Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


.Chflnic .19X6. 

(CITY  OR  TOWN.) 


Hass.' 


RETURN  OF  A  DEATH 

FULL  NAME  . . Registered  No . ((J.. 

PDe*th*  S' . Chur.fth...Sl*lI«r±.h...C3i#.li»j8.ft.rd . Dollth  \ . Mt  . 190 

.  .  »  tf  ft  ft  xv 

Residence  . Age. 


..years.. 


..months . days 


STATISTICAL  DETAILS 


SEX 

Female 


COLOR 

Thita 


SINGLE,  MARRIED, 
WIDOWED,  OR  „  *  _ 

DIVORCED  - 


MAIDEN  NAMEt 

HUSBAND’S  NAME  t 

BIRTH  PLACE  t 

England 

NAME  OF 

FATHER 

Jehn  Her sen 

BIRTHPLACE 

OF  FATHER* 

Ireland 

MAIDEN  NAME 

OF  MOTHER 

1‘argaret  Dillon 

BIRTHPLACE 

OF  MOTHER* 

Ireland 

OCCUPATION 

Operative 

INFORMANT  § 


Sister  Ellen  Htrsen 


PLACE  OF  BURIAL  OR  REMOVAL  II 

St  .Patrick  *  gHemct cry 


unwcdJ' yt. 


DATE  OF  BURIAL 


0et..3T.„  190.?.. 


ADDRES 


I 


PHYSICIAN'S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 
illness,  from  ...S^Af^L..." ^.....190  J&.Xo..  tl90  ST 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary:  .. 


. . days 

Contributory: 

. (duration) . .V? . DAYS 

(Signed) . . M.D, 

..O.....I90.^.  (Address)..MSjP...vC‘ 

SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at  \r  <3> 

Place  of  Death?  ..H. . .C?.. 


.years.. 


.months . days 


Where  was  disease  contracted, 
If  not  at  place  of  death  7 . 


Filed 

..(Dd:;...d..Q. . 190$. 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information."  If  In  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


COMMONWEALTH  OF  MASSACHUSETTS 


Primary:  . 


(CITY  OR  TOWN.) 

L  7 

Registered  No . 


. 5 


..years.. 


..months.. 


.  .days 


PHYSICIAN'S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended~deceased  during  last 

illness,  . \90&.\x>  .77r77..'.7^. . 190. <£, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above*) and  that  the  CAUSE  OF  DEATH  was  as  follows: 


v  > 


3  If- 


.(duration) .  DAYS 


Contributory:  . ‘=CT?rr^y... 


. , . . (DURATION) . DAYS 

(Signed) . .</. . Sr. . .  ..  v. .  lyi .  d  . 

^^^/.....\90..^Mdxess)27... 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents, 


.years.. 


.months . days 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


Filed  j 

(cLdix. .  '.77 . 190.^7. 


City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information."  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country)  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


t  RETURN  OF  A  DEATH 

Toffo, . V  novd. 


P  t 

CITY  OF  LOWELL 

(CITY  OB  TOWN.) 


FULL  NAME  . . W..J.J.VM..SV. . Registered  No . . 

Pl“e  °! ! . _. . chffAs.\UA).mLShMU.,. . TJ \ . TLm. ■ L  »» t 


Death 

Residence  . 


. Age . d..?}. . years . tj. . month, . U.. . d 


Death  5 .  . *90 

f— 

months . v . days 


STATISTICAL  DETAILS 


SEX 


COLOR 


% 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


/- 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


(r\'lsiAA  dr  Cf ,  fyrcnM 


BIRTHPLACE* 


UAsdA/.JbiuL,CAjCJ^ 


NAME  OF 
FATHER 


d 


QL  MCAaaX'Iukj  A 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


'/W 


afj.  W 


(rVt/ 


1 

vi  N/iAjCnAmJ 


OCCUPATION 


Odt  /o 


taut. 


INFORMANT  § 


\ytl)l-CAAAsd 


PLACE  OF  BURIAL  OR  REMOVAL  II 


_  .  —  —  ■  —  —  ■  - 

OdfynA/Xp'lAJA,  dcru)\H,  . 190.C. 


DATE  OF  BURIAL 


UNDERTAKER 

fh.  d .  (Jliu  \AA)-i  t  -k 


ADDRESS 

Y\ 


it  c 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . CHT: . 190 . to . 190 . , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  abov^and^hat  the  C/W^E  OF  DEATH  was  as  follows : 

Primary: . 


.(duration) . DAY  8 


Contributory: 


((duration) . DAYS 

"CiaIa.....  m.d. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 
Place  of  Death? 


.years . months.. 


days 


Where  was  disease  contracted, 
If  not  at  place  of  death? . 


Filed 


d(A)..::'....  iso:?..  .  tlcivvLHXAA 


TV/, 


usu/ 


Clerk 


'City  or  town,  street  and  number,  if  any,  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information."  If  in  a  Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 

*  State  or  country  j  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 

Place  of 
Death  * 

Residence 


RETURN  OF  A  DEATH 

/?  i 

.  . Registered  N 


. °o TJ  } . ,90? 

i  '  . 

. Age . years . months . days 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED-,  -UK\^x 
DIVORCED — *  0^"T 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


'T- 


BIRTHPLACE*  A 


i  iCJ-A  (j-/'uC'l<L.  /  /  l 


MAIDEN  NAME  />/) 
OF  MOTHpjR  -~ 


L^CC^LXkyiyC^ ~^lL//L<a2c. 


OCCUPATION 


INFORMANTS 


3E  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


yyL,  YlAcrgyid 


DATE  OF  BURIAL 


. i9o..t: 


ADDRESS 

Jy 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  thjrt  I  attended  deceased  during  last 

illness,  from.  190  .%Ao .  /aJG  90.  ^ 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


§£!/.. . 


.(duration) . DAYS 


Contributory: 


(duration) . DAY8 


. . y. . VDUHATION/ . DAYS 

190. .^(Address) . . . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 . years . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death? . 


Filed 

/farr.  /<-$ 


Clerk 


*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


71 


RETURN  OF  A  DEATH 

FULL  NAME . .  . Registered  N 


Ch«liagiford 

(CITY  OR  TOWN.) 


Place  of } . Q]aurcli...»Tt.*lIox1;3i...G.h.e2^af!sM . } . H«.v.*.&.4.....!.Q.8... 


Death  * 


Residence  . Age. 


..years.. 


190 

months . days 


STATISTICAL  DETAILS 

SEX 

COLOR 

SINGLE,  MARRIED, 

Female 

T7hite 

WIDOWED,  OR 

DIVORCED  Single 

MAIDEN  NAME  t 

_ 

HUSBAND’S  NAME  t 

- - 

BIRTHPLACE* 

Kingston 

Prince  Edward  Isle 

NAME  OF 
FATHER 

John  Thcmpacn 

BIRTHPLACE 

OF  FATHER* 

Newfoundland 

MAIDEN  NAME 
OF  MOTHER 

Mary  Murphy 

BIRTHPLACE 

OF  MOTHER* 

Prince  Edward  Island 

OCCUPATION 


House  work 


INFORMANT  § 


Sister  Mrs  Frank  F»Hillty 


PLACE  OF  BURIAL  QJt  REMQVAJ.il 

Lowell 


5t » Patrick 1 g  Cemotery 


UNDERTAKER 


DATE  OF  BURIAL 

. ISY...&7..  i9o8 


ADDRESS 


Primary: 

jnd . 

. . (duration).. DAY* 

Contributory: 

/rj....^..^...^..*^ . 0AY8 


PHYSICIAN'S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

>UtS.  /  ,onrffi  ../Wz^|90l.t 


illness,  from....' ...... . 190 .9..  to. 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


(Signed) . ¥. . .Sr^..5^..tr'T^T. . M.D. 


190.  A.  (Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 . years. . months . days 


Where  v/as  disease  contracted. 


if  not  at  place  of  death?. 


Filed 


d/ftZS..'. .  s*?  .  1 9  0 .  .  Jb) 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 

$  State  or  country;  also  city,  town  or  county.  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 

Place  of  | 

Death*  f 

Residence 


RETURN  OF  A  DEATH 

^  '  f  \  / / 

. ll/L. CUML Od.. . . ft':.!. fn6'. CtJAli . hi/.. . Registered  No 

. .r, . llpalf.it. . L . ...Dzt  \JL* 

ir/ifil .7  Age  / 

. 2 . . . / 


7/ 

CITY  OF  LOWELL 

( CITY  OR  TOWN.) 

/hz . 

.190  r 


( o  <fr.  J 


..years.. 


months . days 


STATISTICAL  DETAILS 


SEX 


U  > 


COLOR 


A 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 

UOi 


Al 


birthplace! 


7b  out 

7 1A  r t)  AlAjG~iAyC 


tjSjJj  OlAAsCl , 


NAME  OF 
FATHER 


A  n 


BIRTHPLACE 
OF  FATHER! 


'(ThA 


As 


(XhJc 


'  (/LaA/CI 


MAIDEN  NAME 
OF  MOTHER 


tl  Ouohahxk  \  f 'Jotmald 


BIRTHPLACE 
OF  MOTHER ! 


OlKsOj, 

^J\jt '  OlAAsCj 


OCCUPATION 


Out  0 


>0WA4. 


INFORMANT  § 


/)  Caa/iuAI 


PLACE  OF  BURIAL  OR  REMOVAL  J! 

Y 

U'lA'i.  ■O./JVU 


0. 


UNDERTAKER 


..  ll  -to.  n  ri](jl/L  CaAsO 


DATE  OF  BURIAL 


JhkJLrA 


ADDRES 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  k  attended^  deceased  during  last" 

illness,  from . l90r.TT.to . 190 . , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  antf  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary:  . L  QU..AJAL. 


.(DURATION) .  0AY8 


Contributory : 

# 


..(duration) . DAY  8 


(Signed). 

A|90 . ^Address.  . /lit 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 
Place  of  Death  7 


.years . months. 


days 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


Filed  A  ,  _ 

. J)j.O //.iso  t . 


.....A 

«—±Lu» 


Clerk 


m 


♦City  or  town,  street  and  number,  If  any,  If  death  occurs  away  from  USOAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country)  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details, 
me  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 

A  DEATH 


FULL  NAME 

r,;'} . 

Residence  . X/.Ltf. 


7... 


(CITY  OB  TOWN.) 
Registered  No. 


RETURN  OJ 

L0..'. . . Registered  No. . ,Zr 1?^...$.^.... 

^L.&C. . \  . /A...'....\20  & 

Age...  . Z.Z .  ..years . . months . K?.. . days 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWEDiO- 
DIVORCED 


'aZZAA. 


i^C 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


VOL  L  V'j  / 


NAME  OF 
FATHER 


27   (L^ZCT~ 


LC4l 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER 


OCCUPATION 


INFORMANT  § 


7(/  L(yC<rUS - 


PLACE  OF  BURIAL  OR  REMOVAL! 


AL 


'i 


Vlswuryis  /  yi.OA^iJZ— 


DATE  OF  BURIAL 

190...£ 


UNDERTAKER 

-JjD  '^2^ 


ZZZZ't 


ADDRESS 


PHYSICIAN’S  CEBTIFICATE 


I  HEREBY  CERTIFY.that  I  attended  deceased  during  last 

illness,  from  . 190^.  to  ...^^^<.Z.c/. . 190  ...^ 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  abqye,  and  that  the  CAUSE  OF  DEATH  was  $s  follow^: 

Primary:  . . 


.  (dURATIOnX/./.I . DAY 


. fs 

Contributory:  . . . 

. tT.N. . y. . / . y . (duration; . days 

(Signed) . . M.D. 

l90..^TAddress)...Z^  ‘..^?^TfrZZZ!rfrZ^^?ft^.  A.- 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 . years . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death  7 . 


. 

/  '  Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information."  If  In  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  j  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 
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COMMONWEALTH  OF  MASSACHUSETTS 


P 


RN  OF  )  A  ^  DEATH 

A 


{CITY  OB  TOWN.) 


7.1 


FULL  N AM . Registered  No. 

pD.c,e,;- 1  . , . DDa::,r  i  . ».  r' 

^  _ _  C*^  ^ 


Residence 


.2^. 


STATISTICAL  DETAILS 


SEX 


COLOR — 


eiKerLE,  married; 
WIDOWED,  OR 
ui  vuruttd 


MAIDEN  NAMEt  a> 

HUSBAND’S  NAMEt  \jy 


I'T'’ 


/  Zjsf' 


BIRTH  PLACE  + 


BIRTHPLACE 
OF  FATHER  *  ,""0 


yiy7^c4yj 


BIRTHPLACE 
OF  MOTHER  + 


J.  4  ft, 


OCCUPATION 


INFORMANT^ 

qi  T> 

-/S  * 


X  OA^/T 


PLACE  OF  BURIAL  OR  REMOVAL  II 

„  7 

^L Jt/i 


DATE  OF  BURIAL 


ft4^fty^7yzc'.../..Z...  iso .£.. 


..u 


Age . ./.....  f.  . .years. . months .  . days 


PHYSICIAN'S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . 1 9  0. .  & .  t  o &).&. .<. (?. 190 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary: 


.(duration) . DAYS 


Contributory : 


. (duration) . DAYS 

(Signed) . kr.../..  1 . . M.D. 

A  -  r*L  ‘  ' 


.p.ly.:.J.p....  l90.^t;.(Address)..'>> 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 


Filed 

Jj; 


/ ^  (90  ^ 


^^2 


Clerk 


*  City  or  town,  street  and  number,  if  any,  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county,  if  known, 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A  DEATH 


FULL  NAME... 

Place  of 
Death  * 


( CITY  OR  TOWN.) 

7. 

ucgioioiou  MVi . y- 


Residence . ). . Age....  SLQ. 


.years.. 


..months . days 


STATISTICAL  DETAILS 


5TNGLE7MATTfH£X>-, 
TWIDOWED,  &TT 
DWeftCEC 


MAIDEN  NAM 


HUSBAND’S  NAME  t 


birthplace!  ~  <\\  \ 


NAME  of 
FATHER 


<3TXrv5^ocfrsr^ 


BIRTHPLACE 
OF  FATHER! 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER! 


OCCUPATION 


INFORMANT  § 


c ■f& 


PHYSICIAN'S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 
. 190?"..  to  —  ion  <Pr 


illness,  from.^.TTTTT../ . 190?.. ..to  ..‘^CTJ^_.<5^r..'fTrr:..l90. 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


V 


.(duration).  DAYS 


Contributory: 


(duration). . DAYS 


...  (Signed) . . M.D. 


190 . (Address)..??:*'. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death7 . years . months . days 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


"  Filed 


0£^..-<r..£ . iso 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  11  Special  Information.”  If  in  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 

I  State  or  country!  also  city,  w^n  or  county.  If  known. 

§  Name  and  address  of  person  giving  statistical  details, 

II  Name  of  cemet^y.. 
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COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A  DEATH 


( CITY  OB  TOriVN.) 


FULL  NAME 

Place  of  | 

Death  *  ) 


STATISTICAL,  DETAILS 


SEX 


COLOR  - 


SINGLE,  MARRIED, 

WIDOWED,  OR  '/  J 

divorced  C 


MAIDEN  NAMEt 


HUSBAND’S  NAME  t 


BIRTHPLACE  + 


NAME  OF 
FATHER 


BIRTHPLA 
OF  FATHE 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER  t 


OCCUPATION 


2/L 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  I 


DATE  OF  BURIAL 


19oiT~ 


ADDRESS 


BUYS  TCI  AN’S  CEBTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 
illness,  from ...  <  Z  /.  ..  .  1 9  0 .  £to  . . . 190 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  amiThat  the  CAUSE  OF  DEATH  was  as  follows: 

Primary:  . {jT'KtAASm  .$>**  . 


.(DURATION) . TT. . DAYS 


Contributory: 


(Signed) . £*'<?■  *,<  _ 

$.#*.2sCf. 190. .^T.  (Address) . 


(duration) . DAYS 

M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 

Filed 

(~*YTsC- .  Zb  i9o  <^i 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME . 

Place  of 
Death  * 

Residence  .. 


RETURN  OF  A  DEATH 


(CITY  OR  TOWN.) 

Registered  No.  . 7A . 

. . . !  xUZecs../..?... . 

. . years . 77177771 


STATISTICAL  DETAILS 


SEX 


JiOfcOR 


-SINGLE,  MARBiEBj 

- 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE! 


^z. 


NAME  OF 
FATHER 


Bi RT  H PLACE 
OF  FATHER! 


MAIDEN  Ni 
OF  MOTHER. 


BIRTHPLACE 
OF  MOTHER! 


OCCUPATION 


INFORMANTS  * 


-7- 


/ 


PLACEjQF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


190 

months . . 7. . days 


DATE  OF  BURIAL 

190.<^7 


ADDRESS 


AZa 


Y 


£2= 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  1  -‘■--g 

i  LL,->  err  f -  -  l—  i  -  ~  - ■[ 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary:  ... 


(^r  \ 


.(DURATION) . DAY8 


Contributory : 


. (duration) . DAY8 

.190^1  (Address) . . ^ 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . 


.years . months.. 


.days 


Where  was  disease  contracted. 
If  not  at  place  of  death? 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


Residence 


/p/y  ■  AETrT  0F  A  DEATH 

FULL  N  A  M  . f....  . Registered  No . . 

ziz  . M0  -  r 

'  ^  . Age . ^....^'. . years . . months . 


...days 


STATISTICAL  DETAILS 


SEX 


COLOR 


Gt^jOL  C ,_  W  M  W_m  E  B, 

Divorcees’ 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTH  PLACE  + 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


C  {  t-  \  4  -cnAst  TWje/r 


OCCUPATION 


INFORMANT  § 


^<V 


73- 


PLACE  OF  BURIAL  OR  REMOVAL  II 


DATE  OF  BURIAL 


<  TTf^Z'tyyt^  3/ . iso., £~.. 


ADDRESS  t  Sta 

( TjLvfJP 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . 190 . to . 190 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary:  . 


.(DURATION) . DAYS 


Contributory:  . 


^...(DURATION) . DAYS 

r 

'  .M.D. 


LyC.iwL^.  .... 1 9 o^r  (Ad d ress) . . .  ]€... 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 . years . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 


. .  1 9  o  t... 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information.”  If  In  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 

T  State  or  country;  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details, 
lame  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME.. 

Place  of 
Death 


Residence 


RN  OF  A  DEATH  {CITY  OK  /OHX) 

.*.....' . Registered  No . . 

*  |  . °Deathf  1  /., . 190 

Iht. . year 


Age . . years. 


iT 


months . 1/ . day3 


STATISTICAL  DETAILS 


SEX 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHERt 


(M- 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHERt 


OCCUPATION 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from  .  A^0ru-  .  . 190  5?., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 

. 


Contributory:  . 


.(duration). 


(Signed). 


.jj?rC^LA-*../.....l90fc..  (Address)... 


(duration) . DAY  8 

M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death 7 . 


% 


*  City  or  town,  street  and  number,  If  any,  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


S', 


RETURN  OF  A  DEATH 


FULL  NAME 

Place  of 
Death  * 

Residence  . '.. . . Age. 


7/ 


(CITY— OR  TOWN.) 


Registered  No(...  7 
-  .  Date  of )  / 

Death  1  ,  . % . 190  ^ 


...years.. 


. months . days 


STATISTICAL  RETAILS 


SE 


COLOR 

2k 


HTWrCE7  MARRIED, 
WFBOWED,  OR 
DIVORCED 


MAIDEN  NTLMEt 
HUSBAND’S  NAME  t 


BIRTHPLACEt 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


INFORMANT  § 


^  _ 

(AS' 


PLACE  OF  BURIAL  OR  REMOVAL! 


■  unvi.  i  DurtiHL  vjrc  n  c.  iyi  v. 

7/  /-•  C\ 


DATE  OF  BURIAL 


DERTAKER 


dLi. 


£(...  i90y?... 


^dL 


PHYSICIAN’S  CERTIFICATE 


I  HERESY  CERTIFY  that  I  attendee-deceased  during  last 


E*V|E  V/  /  " 

illness,  from ../>k.  ......  \QoS.Xo.jk^k^...f...k...\9Q(?.., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  orvthe 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


(duration) .  DAY  8 


Contributory: 


(Signed) 


ApiJAz 


)•  x.f.  .,r:r. .‘r.vr.Th.. . . m .  d. 

.'..^y. ..  1 9 0^.  (Ad d ress). r 

'"  . .  ■"""  ”  (.  - 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information."  If  In  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 
t  State  or  country  |  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


DK  <r; 

RETURN  OF  A  DEATH  (CITY  OK  TOWN.) 

Ac . . Registeffid  No.  ”^..L./.. 

} . . DDa“ i  . ,90/ 

Residence  . f..L . . Age . 


j  FULL  NAME 

Place  of 
Death* 


.years. 


.months . days 


STATISTICAL  DETAILS 


SEX 


COLOR 


TP 


SINGLE,’  MHVRTttED, 
WIDOWED,  OR 
o+vorrcED 


MAIDENM4AME  t 

HUSBAND’S  NAME? 

V - - - - 

— 

- - - 

BIRTHPLACE* 

> 

CPPa- 

NAME  OF  / 

FATHER  (/ 

A 

,  ^ 

birthplace/ 

OF  FAThfERyt 

GLx, 

MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from  ...^fS^TSl^....i.i> . 190 . tf..to . . 190  -V, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary:  .. 


.(DURATION) . DAY  8 


Contributory:  .... 


(duration) . DAYS 

M.D. 


Address)./) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . 


.years . . months.. 


•  days 


Where  was  disease  contracted, 
if  not  at  place  of  death? 


*  City  or  town,  street  and  number,  if  any.  If  deatlfoccurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


RETURN 


OF  A  DEATH 


FULL  NAME . rnT. . ^ .  .  . AZ.. . . . Registered  No 

Place  °' } . ...2%^.,. . } 

.  (ZAtZ^  ZfsZii/ 


/  *T-'  XX? 

(CITY  OR/ioWN .) 


Death 

Residence 


STATISTICAL  RETAILS 


SEX 


yfdd 


COLOR 

ft 


SINGLE,  -MABRIED, 

'Dl'voRcl d'-^3/  ?  7  f  L < 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


x?.  e 


'Z-'M \ 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


■  ■  t  At  C-f 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 
(j ;  ^  *  ‘  i  <  <r-/  r 


Ac) 


UNDERTAKER 


s'.  X.  // 


DATE  OF  BURIAL 


ADDRESS 


P1IYSICIA N-S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attendecL deceased  during  last 
illness,  from . 190 . to 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

^  A'J A J  -v 


Primary : 


7. 


.(DURATION) . DAYS 


Contributory: 


. 

(Signed)...X..<r...X.^.?ZZX 

|90.^ (Address)  ^ 


(duration) . DAYS 

M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 


./A. . 19 


Clerk 


♦City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


n 


RETURN  OF  A  DEATH 

FULL  NAMEc-C^ 


{CITY  OR  TOWN.) 


Place  of 
Death 


...Registered  No. 


Residence 


*f  i . . DDeathf  . 190? 


Age .  . years. . months . days 


STATISTICAL  DETAILS 


SEX  COLOR 


SINGLE,  MAHHTTD, 
'  WIDOWED,  OK  /  y 
DIVORCED - U  V 


OCCUPATION 


INFORMANT  § 


7$  Sa^t* 


PLACE  OF  EUJR1AL  OR  REMOVAL  II 


DATE  OF  BURIAL 


MAIDEN  NAMEt 

*  YJ  

.  i.,or>  a  a,  n.P  fci  a  HP  f 

BIRTHPLACE!  „  /I 

XIL..J 

Lu  

NAME  OF  / 

’TtPxL,  t 

j 

/ 

BIRTHPLACE 

OF  FATHER!  ft  f)  /) 

MAIDEN  NAME 

OF  MOTHER  //> 

CIAsLt'ISL/' 

BIRTHPLACE 

OF  MOTHER!  - - - 

a 

/  ?  -'/ 


UNDERTAKER 


yl^Lyfcfcojj 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY/jCERTIFY  that  I  attended  deceased  during  last 

illness,  from . I90?..to . 190  ? , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary 


,  ...LA 


Contributory: 

).  (ilhtiuArN,  C&. . .  \ 


.p^ 

.(duration) . DAYS 


.  (DURATION) . DAYS 

( ^gned)  . .  LS..  >. . .  . M .  D. 

'fcl.x...  /^190/f..  (Address 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 . years . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death? . . . 


/) 


. |9o£ 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information.”  If  in  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 

J  State  or  country  |  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A  DEATH 


XLo’vfJL  dLjljL,.iA:L»-'.'f. 

( CITY  OR  TOWN.)  \ 


Residence 


*  \  . s. . °Deathf  . 190^ 

. . Age . . '.Tt^TTdJye 


STATISTICAL  DETAILS 


SEX 

VjLA_*Xfl- 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 

HUSBAND’S  NAME  t 

BIRTHPLACEt 

NAME  OF  . 

FAT"‘"  U«^Lc{  Oa*JLa*_ 

BIRTHPLACE 

OF  FATHER*  ^  1  () 

MAIDEN  NAME 

0F“°THE"  Wc 

BIRTHPLACE 

OF  MOTHER* 

0  Vu-vt^ 

OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 

^V"V><y"v  XT-Xi,  C  Xyfl'JLwoLvQ 


UNDERTAKER 

lo  A-  X  t 


H 


DATE  OF  BURIAL 


.^Mp Jl  2rh  190..^.. 


ADDRESS 


PHYSICIAN'S  CERTIFICATE 


eased  during  last 

‘  X4~ 


I  HEREBY  CERTIFY  that  I  attended¬ 
illness,  from . 190 . to  . 190.^., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  QEATH  was  gstfollows: 

Primary :  . 


. (duration) .  DAYS 

Contributory:  . 

. . (duration) . DAYS 

(Signed) . . m.D. 

A&Srj. . 190.^..  (Address)  . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death? . 


Filed 


Mja. 


i9a 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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FULL  NAME 

Place  of 
Death  * 


COMMONWEALTH  OF  MASSACHUSETTS 

RETURN  OF  A  DEATH 


(CITY  OR 


’-AT.) 


Residence 


| . .  ^ . 

. Age . Jl6  / 


. Registered  No 

Date  of  { 

Death  i 


r 


. 190 


'T 


.years-. 


.months . . days 


STATISTICAL  DETAILS 


SEX 


COLOR 


~u£3z: 


SINGLE,  MARRIED, 

WIDOWED,  OR  *  y 

DIVORCED  //CdVlSl^* 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


♦ 


PHYSICIAN’S  CERTIFICATE 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER  * 


THyCSly 


OCCUPATION 


INFORMANT  § 


~yVL^a. 


PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


DATE  OF  BURIAL 


190.^.. 


ADDRESS 


I  HEREB)A  CERTIFY  that  I  attended  deceased  during  last 
illness,  from \.^T0^r.\...  190^1  190^., 

that  to  the^yest  of  my  knowledge  ^nd  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary: 


.(duration) . DAYS 


Contributory: 


(Signed) 

l90..Z(Address) . 1 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . months . days 

Where  was  disease  contracted, 
if  not  at  place  of  death?. 


Clerk 


♦City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  i  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A  DEATH 

'/  -  ' 

FULL  NAME . U . \  . Registered  No 

’!  i . . . La . 1  ..fe-TT.C,i. . . . ’S,"  ^ 1 

Oil. 


y 

sz&*:££ 

(CIl'X  OR  TOWN.) 

Cd 


Place  of 
Death 


Residence 


/ 


<.ik 


...w. . :/rrr^....k..L...vr. . 

. 


}  (~£: . ' . T . 190 


IS- 


Age. 


..years.. 


months . days 


STATISTICAL  DETAILS 


SEX. 


■r* 


COLOR 


MAIDEN  NAME 


HUSBAND’S  NAMEt 


JI.IULL,  Nl M lllll L Li,  - 

WIDOWED,  OR — 

-OtVOTTCgS- 


BIRTHPLACEt 


/y  -  ^ 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHERt 


,y  c 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER  t 


OCCUPATION 


INFORMANT  § 


^LACE  OF  BURjAL  OR  REMOVAL  II 


■<  . 


UNDERTAKER 


<,~tA  i 


PHYSICIAN’ S  CERTIFICATE 


Z*U/€\^ 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . 190 . to . 190 . , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary : 


C/..r . (duration).. 


Contributory: 


. . ^ . n. .  ..(duration) . DAY8 

(Signed )  / . M .  D. 


,.?ff.t<^/.../l.^.l90.^..(Address).....C^h^^5^^.3^./^g<-^/ 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? . years . months . days 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


. l90/^.‘r^fe^r?^ 


s~\ 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information.”  If  In  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
f  State  or  country)  also  city,  town  or  county,  if  known. 

§  Nam4  and  address  of  person  giving  statistical  details, 

^j^ame  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


<5*/ 


Cheto8.ford 

(CITY  OR  TOWN.) 


RETURN  OF  A  DEATH 

full  name . Ann!  e ..  T . .Sheehan . Registered  no. LL 


Place  of 


Death°' } . Chelmatord.Centfe . •£« }  i»b.34, .  >09 . ,90 

#  14  Hast ing  St* Lowe 11  .  55 


Residence  . . . . vP. . . . Age 


..years.. 


.months . days 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


s  

MAIDEN  NAMEt 

1  U  IT  Q - - 

HUSBAND’S  NAMEt 

BIRTHPLACE! 

Chelmsford  Hass. 

NAME  OF 

FATHER 

Thomas  Sheehan 

BIRTHPLACE 

OF  FATHER! 

Ireland 

MAIDEN  NAME 

OF  MOTHER 

Johannah  Belch 

BIRTHPLACE 

OF  MOTHER! 

Ireland 

OCCUPATION 


Seamstress 


INFORMANT  § 


Brother  John  C. Sheehan 


PLACE  OF  BURIAL  OR  REMOVAL  II 

Lowell  Lias s 


UNDERTAKER 


er:  Ct 


¥ 


DATE  OF  BURIAL 

Feb  26 


o 


190.. 


ADDRESS 


PHYSICIAN’ S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 
illness,  from . j . 190  S'.to . !90 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on^he 


date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

r 


Primary: 


<rxS 


.(duration) . Vr. . days 


S'". 


Contributory:  . . . y . .j . 

e,  (ax  (cu 


(Signed) . 


.^r^r..^90... ^Address) . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents, 


How  long  at 

Place  of  Death? . years . months . days 


Where  was  disease  contracted, 


if  not  at  place  of  death?. 


. 1 9  0  %. . 


r\ 


V 


U 


Clerk 


*  City  or  town,  street  and  number,  If  any,  If  death  occurs  away  from  USUAL  RESI- 
.  DENCE,  give  facts  called  for  under  "Special  Information."  If  In  a  Hospital  or 

Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details, 

||  Name  of  cemete^  *  Jt- 
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SINGLE,  MARRIED,  , 

WIDOWED,  OR  — 1/1  / 

DIVORCED  /fa  sC<f7c>izf 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


<K  <. 


INFORMANT  § 


Q. 


PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


DATE  OF  BURIAL 

..  190.^.. 


ADDRESS 


I  HEREBY  CERTIFY  that  I  attended^deceased  during  last 

illness,  from . I90<£To . 'n/^.r.^7. . 190^  , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary: 


.  (duration) . DAYS 


Contributory : 


. . .yE.CouRATlOf 

(Signed ) . ......  M .  D. 

^Z^^.I90<^(Address) . ) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 . years . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death  7 . 


. 190,'^. 


Clerk 


‘City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


?/ 


RETURN  OF  A  DEATH 

FULL  NAME Tfa&a <4ir^r . 

}  ...{fcS?  ' 

Residence  S^^.(xrz£r*r^r!UA<i*:  . Age .<?...  ^ year*. 


(CITY  OR  TO  ivy.) 

/,? 

Registered  No. . /...'... 

Death^  !'  ZZ'/f -2  Z . 190  / 

. vaars. . S7.. 


SE£ CO  LOB- 


SINGLE,  MARRIED, 
WIDOWED,  OR  C-1 

DIVORCED  OC 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE! 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


DATE  OF  BURIAL 


1 90. • 


ADDRESS 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . I90^..to . 190  .^., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary : 


Contributory: 


.(duration)....  e*T»- 


(Signed) 


(duration) . DAYS 


>•>*!• . :.TT.7T...C . M.D. 

...;..^.....I90^..  (Address)  * 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 . years . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 


Filed 

2?M...£. . 


Clerk 


‘City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information.”  If  in  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


/O 


FULL  NAME 


RETURN  OF  A  DEATH 

. 


-■ 


(tor  OB  TO  If'Ar.) 


Registered  N o^?. . 


Place  of 
Death 

Residence 


months..  . && .  days 


STATISTICAL  DETAILS 


SEX 


^4- 


COLOR 


SINGLE-MAfmiED, 
WJQOWTD,  OR 
.-DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAMEt 


BIRTHPLACEt 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHERt 


BIRTHPLACE 
OF  MOTHER  $ 


OCCUPATION 


/) 


- - 


INFORMANT  § 


I5LACE  of  E^JRI/kL  OR  REMOVAUr™""” 

Z72?  AzL. 


UNDERTAKER 

( I 


DATE  OF  BURIAL 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . 190 to . Zifx.:^.Z,J.r.  190.^.., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary : 


(duration) .  DAYS 


Contributory : 


'vTT  /  , 


tion).. 


(Signed).... 'tT...  . . A . M.D. 

'^L&ZC'4/l90?4(Address) . . 

_ ' _ / _ 


uisti 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death? . 


Filed 


iZ'X i . r?i. . 190 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information."  If  In  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  j  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 
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COMMONWEALTH  OF  MASSACHUSETTS 


1  r*  -f*  f*  *r*r1 

—J  -M  iriv-  lit  HLf  •  •&.*  *X’  \it* . * 

( CITY  OR  TOWN.) 


RETURN  OF  A  DEATH 

FULL  NAME . LL^.?3S&.LL..^..?..?.'.e.3;h.0X . Registered  No . /  . 

f } . Charch  St.  Korth  Chelmsford . **£ }  March  Rth,iQ9.oo 

. months . days 


Place  of 
Death 


o  j  »*  »»  ft  ft  .  _0 

Residence  . Age . 5$?, . years. 


STATISTICAL  DETAILS 


SEX 

Female 


COLOR 

White 


SINGLE,  MARRIED, 

WIDOWED,  OR  ,  ,  , 

divorced  Married 


MAIDEN  NAMEt 
HUSBAND’S  NAMEt 


Hannah.  Sullivan 
Jair.es  Lcahey 


birthplace! 


Ireland 


NAME  OF 

FATHER 

Hichael 

Sullivan 

BIRTHPLACE 

OF  FATHER! 

Ireland 

MAIDEN  NAME 

OF  MOTHER 

Fllen 

Lynch 

BIRTHPLACE 

OF  MOTHER! 

Ireland 

OCCUPATION 

At 

Horae 

INFORMANT  § 

Husband 

James  Leahey 

PLACE  OF  BURIAL  OR 

REMOVAL  II 

DATE  OF  BURIAL 

St .Patrick’ 

s  Cemetery 

March  10  9 

. 190 . 

UNDERTAKER 

ADDRESS 

PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from  I90^..to . .190 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary : 


.  (duration) 


. . 7~. 


Contributory : 


(Signed) 


(duration) . DAYS 

M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years...., . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death? . 


Filed 

'TZ'J.tfA <L  .J.A. 190  (O.cdtoctiAtf... 


Clerk 

v.-'  ^  ^  v, 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information,"  If  In  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetery.  . 
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COMMONWEALTH  OF  MASSACHUSETTS 


9‘ 


RETURN  OF  A 


DEATH 


(CITY  OR  TOWN.) 


FULL  NAME . !>Z..Vr . Registered  Nor  .^c. 

OMio  s,W 

.0.  .  . Age  <T7 


Place  of  ) 
Death  *  i 


Residence 


/a 


190 


9 


..years.. 


months . TTrrtt* _ days 


STATISTICAL  DETAILS 


SINGLE,  MA+WtD, 
WIDOWED)  Oft — 

DtvoacEj^ 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE  t 


C  c.c<  1 


— » 


BIRTHPLACE 
OF  FATHER  t 


BIRTHPLACE 
OF  MOTHER t 


OCCUPATION 


rSoiZArfru 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that-*- 


fufttfgTaSt 


rttrresSr‘ 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary:  .. 


.(duration) . DAYS 


Contributory: 


.  (duration) . DAYS 


/^.(Address). . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents, 

How  long  at 

Place  of  Death? . years . . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death  7 . 


Filed  ,  TO 

. .  .190 (pTSt 


Clerk 


*  City  or  town,  street  and  number,  If  any,  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information)”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  n'.vnber. 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country)  also  city,  town  or  county,  if  known, 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


% 


FULL  NAME  . AA.\AJY\'!Ar....A. . . Registered  No....'/..,..Vf....'S' . 

. ^ .  ...r,r} . rm^iL.,,  0q 

Residence  A.(?...AAh. . Age..  y..3. .  ,  ..years . F~lJ. . months . . days 


.RETURN  OF 

A,  Cl 


A  DEATH 

jujJJL. 


CITY  OF  LOWELL 

(CITY  OR  TOWN.) 

4+0d 


STATISTICAL  DETAILS 


SEX 


IF 


COLOR 


Hr. 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 

HUSBAND’S  NAME  t 

BIRTHPLACE* 

Ro  I^TT d 

NAME  OF 
FATHER 

/  W 

c)  Q/i/ia  a  All  Vi  A  LKkiAL 

BIRTHPLACE 

OF  FATHER* 

0  'fjflAsQJilj  OT(J  iyyiyfXAA  Y 

MAIDEN  NAME 
OF  MOTHER 

VVlCOuj  ^AA,C)CkL) 

BIRTHPLACE 

OF  MOTHER* 

1  <f  ,  /„ 

Ay«APjQJr(frO  folOAJ. 

OCCUPATION 

oJr  %)crvw 

INFORMANT  § 


'VVlKA  /  bCnA  C A  .  (J,aJJLAaa- 


place  of  burial  or  removal II 


DATE  OF  BURIAL 


cfuA/un  frlrcrr  a ' 

undertak/r  address  * 

¥  I  Q  ,  jjfJUoAAjLch _ ^Uj^didAuAC^ 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 
illness,  from 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


n 


Primary : 


0  (UW. 


.(duration) .  DAYS 


Contributory : 


(duration) . DAYS 

JUMQJit. 


(Signed) . .  OMI ..if)..,.. . ..y...  M.D. 

z^j(n 


iMOju.rj...  .  190. (j.. (Address)  .  A.0XMi£t. . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 
Place  of  Death? 


..years . . months. 


days 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


Filed 


'IrfA.CkA./.A.. 190- 


1L  V 

Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  j  also  city,  town  or  county.  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 

RETURN  OF  A  DEATH 


96 


FULL  NAME 


</. . Registered  No. 


( CITY  OR  TOWN.) 

. . & _ _ r 

} . . .  DMt^  f  SfaOAtCA+J.h.AS*  f 

. . AAa*,  ' 


Residence 


STATISTICAL  DETAILS 


SEX 


rV)A>  /* 


COLOR 


SINGLE,  MARRIED, 


f  Usuaa^  us  PLSSC*—- _ IAS  LsCL(SUA<sa. 

MAIDEN  NAMEt 

HUSBAND’S  NAMEt 

BIRTHPLACE* 

A 

NAME  OF 
FATHER 

Jnr'AsAsu 

BIRTHPLACE 

OF  FATHER* 

V 

MAIDEN  NAME 

OF  MOTHER 

-  —  tT  ^  *- 

BIRTHPLACE 

OF  MOTHER* 

OCCUPATION 

k/  / 

INFORMANT  § 

OVAL  I 


UNDERTAKE 


DATE  OF  BURIAL 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY 

itffWSs, TroBT..^  .... 190t.... to. . ..... . .190...*., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary:  .. 


(DURATION) .  DAYS 


Contributory:  . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? . years . . months . days 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


Filed 

vl&UCAj 


190 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 

I  State  or  country  |  also  city,  town  or  county.  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

Name  of  cemetery. 


. (duration) . DAY8 

( S i g n e . . . . 

l90^.(Address) . ?*' 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 


J  s  RETURN  OF  A  DEATH 

. . . .  . 


(CITY  OR  TOWN.) 


.Registered  No. 


It 


Date 


°f  . !. 


Residence 


.  Death  !  ..T* '« . 190/ 

Age .  . .Z*  d  . years. . /.Z. . months _ *Z  / . jays 


STATISTIC  AX,  DETAILS 


SEX 


COLOR, 


;/ 


SINGLE,  MARRIED 
WIDOWED,  OR 
DIVORCED 


ED  , 

// {//(TU’*/ 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


CC 


BIRTHPLACEt 


3<^tACC^  ‘  i  'Uew 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


6^.^.  *rUe 


BIRTHPLACE 
OF  MOTHER* 


~^hnr2l 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL! 


UNDERTAKER 


'  I’' \Cf?r 


DATE  OF  BURIAL 

iso/: 


ADDRESS 


PHYSICIAN’ S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . 190 . to  .k^~r^...?..^....l90*??..t 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary:  . . 


.(duration) . DAYS 


Contributory : 


URATIOn) . DAYS 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents, 


How  long  at 
Place  of  Death?  . 


.years . months.. 


days 


Where  was  disease  contracted, 
If  not  at  place  of  death  7 . 


Filed 

...190. 


JC 


Clerk 


‘City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information."  If  In  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


9r 


. 

{CITY  OR  TOWN.) 


RETURN  OF  A  DEATH 

FULL  NAME  . AllC.‘?....II.QllanCl . Registered  No . <Z%.A . 

} . ' . t . at.,.’  : . \ . April  .7. 09.190 

- - — years . T7. . months . TT. . days 


Place  of 
Death  * 

. .  n  ?»  ft  ft  ti 

Residence  . Age 


STATISTICAL  DETAILS 


SEX 

■  L.  lAliulv 

COLOR 

1  •  XI  X  U  hi 

single,  married, 

WIDOWED,  OR 

DIVORCED  -■ 

maiden  name t  Alice  Larkin 

HUSBAND’S  NAME  t 

tit  sphen  Ho  1  land 

BIRTH  PLACE  t 

*P“ 

iv.  land 

NAME  OF 
FATHER 

Hic’nasl  Larkin 

BIRTHPLACE 

OF  FATHERt 

Ho 

t  known 

MAIDEN  NAME 
OF  MOTHER 

Elian 

-  Net  Known 

BIRTHPLACE 

OF  MOTHER t 

Hot 

Known 

OCCUPATION 


At .Horn* 


INFORMANT  § 


Husband  f5t«ph#n  Holland 


PLACE  OF  BURIAL  OR  REMOVAL  II 

Low*  11  Hay  a 
qt  ePatrick*  a  flamatary 


UNDERTAKER 


A  ALsl  ^h/UAAil/ f&rs- 


DATE  OF  BURIAL 

.‘..Apr  1  1..  .9  ...  190.9. 


ADDRESS 


PHYSICIAN’S  CER  TIFICA  TE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from  (J^to . i9o&-, 

that  to  the  best  of  nw  knowledge  and  belief  death  occurred  on  the 
date  stated  above^trtd  that  tjie  pAUSE  OF  DEATH  was  as  follow,? : 

Primary:  . ' 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . 


years . months. 


days 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


Clerk 


•City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information."  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 
t  State  or  country)  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 

Place  of  ( 


RETURN  OF  A  DEATH 

. 


{CITY  OR  UN.) 


Death 
Residence 


..Registered  No. 


£JL 


. mf 

dr .  Z 


Age. 


..years*. 


months . . days 


STATISTICAL  DETAILS 


SEX 


//Ca  (?c. 


COLOR  /I 


SINGLE,  MARRIED 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 


HUSBAND’S  NAME  t 


BIRTHPLACE? 


C 


NAME  OF 
FATHER 


BIRTHPL&GE 


OF  FATHER? 


MAIDEN  NAME 
OF  MOTHER 


*f. 


BIRTHPLACE 
OF  MOTHER? 


y^~ 


OCCUPATION 


INFORMANT  § 


place  of  burial  or  r emoval II 


UNDERTAKER 


DATE  OF  BURIAL 


ff..  190.^.. 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 
illness,  from  .  . l9(T$?.to  , 


that  to  the  bestrof  my  knowledge  and  belief /Geath  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primar 


Trn^Ik 


(duration) . DAYS 


Contributory: 


(Signed). 


ff 


.190.^.  (Address)  %*, 
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SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 . years . months . days 


Where  was  disease  contracted. 
If  not  at  place  of  death? . 


J  ]di.JL 


9 

.190./:. 


/o-trr) 


Clerk 


‘City  or  town,  street  and  number,  if  any,  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  i  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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SEX  COLOR* 


COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 

Place  of 
Death  * 

| 


RETURN  OF  A  DEATH 


(CITY  OR  TOW.) 


STATISTICAL  JOLT  AITS 


SINGLE,  MARRIED, 

WIDOWED,  OR  ✓  J 

DIVORCED  ///t  Yt<r2V&f 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE! 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER! 


s 


t  ‘ 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER! 


i  < 


OCCUPATION 


INFORMANT  § 


PLACET  BURIAL  OR  REMOVALII 


UNDERTAKER 


DATE  OF  BURIAL 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness^fjsew^/^^^^.^?..  190  ^..ttr . I90:.tt>  , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary : 


. ;/ . v . 


3 


3  ^ 


(duration) . 0AY8 


Contributory : 


.  (duration) . DAYS 


(Signed) . Y.. . . M.D. 

.190. J?..  (Address)^^:. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 
Place  of  Death?  . 


.years . months.. 


days 


Where  was  disease  contracted, 
If  not  at  place  of  death  7 . 


190 


SL 


Clerk 

i  


*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 

!  State  or  country  |  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 

RETURN  OF  A  DEATH 


FULL  NAME . 

"r.;'  i . s. . A . IMIsLl. . 


10/ 

CITY  OF  LOWELL 

( CITY  OR  TOWN.) 


') 


"$Louu. 


Registered  No 

Date  of 


1 


Residence . . Age 


Date  of  I  f  /  /  /  /  / 

y .  Death  i . y..(....l'.v. . ...J.. . 190  f 

CO  0  r-~ 

. . . . years . months . dayo 


STATISTIC AE  RETAILS 

SEX 

%. 

COLOR  / 

SINGLE,  MARRIED, 

WIDOWED,  OR 

DIVORCED 

MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE! 

yt.Ho 

NAME  OF  A 

FATHER  ^ 

LMa,c(AjUx}  A)  I.OlAJUU) 

BIRTHPLACE 

OF  FATHER! 

7(<A  nWsCrusiA  . 

MAIDEN  NAME 

OF  MOTHER 

^.£u.  al.ttt  «/  ts  uaa! all 

BIRTHPLACE 

OF  MOTHER! 

f  i 

X'Jfhf.djU  V 

OCCUPATION 

¥  ) 

INFORMANT  § 


ty 


A/cMJuA 


plac^  of  burial  OR  REMOVAL II 

9 (rUSVLj JlAAscls  />7l/iU  4J  ‘ 


UNDERTAKER 


(! 


Uwuj)  ,yt  C ,/  tni'iA.di  ttMj  rhif.  7ttcvju£  Jr11* 


DATE  OF  BURIAL 


•"9- . 190 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from .  I90^/..to  . 190..^., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  a^d  that  the  pAUSEyOF  DEATH  was  as  follows: 

Primary : . //ff  0  ^AA^/l^(tl^AyOL 


.  (DURATION) . DAYS 


Contributory:  . 

(Signed).. 

t 


duration) . DAYS 

M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? . years.. 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 


.months 


days 


Filed 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 

$  State  or  country  |  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

Name  of  cemetery. 
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,  RETURN  OF  A  DEATH 

. 


(CITY  O  If  TO  WN.) 

M 


FULL  N AM  E  . ...Registered  No. 

pr,;'  ( . r,:'  f . . ™7 

"  d .  . Age.  . 6/ .  ..years . 


Residence 


..months . . days 


STATISTIC  AT,  DETAILS 


SEX 


COLOR  A 

Ur/i+?£ 


SINGLE,  MARRIED, 

WIDOWED,  OR  -y.  '  > 

DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVALII 


UNDERTAKER 


DATE  OF  BURIAL 

. 190.^.. 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from  3.  l90^?..to  ...(9^1..... /.."I/. . 190  ^?  , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


. . .  (B.m..  lQ>£<ht><7r. T. 


ion).. 


iu 


Contributory : 


(duration) . DAYS 


(Signed)... 

*!/... \$Q.(jc.  (Address)  C 


. M.D. 

■■■■  6 


T 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 
Place  of  Death  7  . 


.years . months. 


days 


Where  was  disease  contracted, 
If  not  at  place  of  death? . 


Filed 


s.J.9.,. . 190  ?..£< 


Clerk 


*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  i  also  city,  town  or  county,  If  known, 

§  Name  and  address  of  person  giving  statistical  details, 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


/d3 


RETURN 


DEATH 


FULL  NAME 

"*••?} . 


Death 
Residence 


TO  *FJV'.) 

Registered  No. 

. years..  ...73£...  .months.  day3 


STATISTIC  A  I  DETAILS 


SEX  s?  COLOR  s  SIn\.E,  MARRIEP, 


MAIDEN  NAME  t 
HUSBAND’S  NAME  t 


BIRTHPLACE  t 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER  $ 


OCCUPATION 


INFORMANT! 


PLACE  OF  BmjTAL  OR  REMOVAL  II 


UNDERTAKER 


7 


DATE  OF  BURIAL 


5«r„ 


ADDRESS 


PHYSICIAN'S  CERTIFICATE 


HEREB\ 


CERTIFY  that  I  attended  deceased  during  last 

illness,  from  S.i.AZrr.,2.Z.~....  190  J. .  .t  dydr^LHC.  . 190^..., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAU$E  OF  DEATH  was  as  follows : 

Primary:  . 


.(duration) . DAYS 


Contributory:  U.& 

. 


(Signed) . 


.  .-^.d..~i90^r.  ./Address).  .■fv&L . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 . years. . months . days 

Where  was  disease  contracted, 
if  not  at  place  of  death? 

Filed 

.jQL. 


( 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information. If  In  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county.  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 

Place  of  |  ~ 

Death*  )••■■' 

Residence 


RETURN  OF 

. . . 

>^3ffv 


A  DEATH 


. . Registered  No 

Date  of 


{CITY  OR  TO J 

Jib 


)ate  of  I  ^  _ 

Death  . 190/ 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR  . 

divorced 


MAIDEN  NAME 


HUSBAND’S  NAME 


*  ^Lz 


BIRTHPLACE! 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER! 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER ! 


OCCUPATION 


INFORMANT  § 


'yjTrtJ 


place  of  burial  or  removal li 


UNDERTAKER 


DATE  OF  BURIAL 

190.Z.. 


ADDRESS 


■  Age .  . years..  /$/  ..months. 


..days 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . . b.. . 190  ScTXo .  . 3....?.....\90.&., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary:  . . Z7. . 


.(duration) . DAYS 


Contributory:  . ...I. 

(Signed) . 


. 190^  (Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death  7 . 


Fi,led 


IT 


.190.,'. 


...V 


£ 


A  // 


/ 


vy  r 

v ; . oii, 


erk 


*  City  or  town,  street  and  number,  if  any,  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information.”  If  in  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  i  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


/Z7c5 


RETURN  OF  A  DEATH 


V>  V.  nr  /:  Vr 

. 

{CITY  OR  TOWN.) 


FULL  NAME . Z.c.1 

Place  of 


. Registered 


2  7 

No . (.... 


Death 


?} 


.  _ ,  Date  of  I 

i;.rinc.8.t..Qn...,?^ . Death  j 


—  r> 


Residence  . PX.l.HC.d.'t.0Xl...S.‘t . Age....  ...C . years . 3.. 


.190 

.months . day3 


STATISTICAL  DETAILS 


SEX 


Mai* 


COLOR 

Hi  it© 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 

HUSBAND’S  NAME  t 

BIRTHPLACE* 

jr  4.  pv, 

.  1ms  ford 

NAME  OF 
FATHER 

T>«  +  nV 

I  Clu  X  i  u .. 

r©lch 

BIRTHPLACE 

OF  FATHER* 

Ireland 

MAIDEN  NAME 
OF  MOTHER 

A  lie  :  ;c 

Cab* 

BIRTHPLACE 

OF  MOTHER  t 

Ire  land 

OCCUPATION 

INFORMANT  § 

Patrick  T 

•  lch. 

"V  /»  V 

x  <JL  Oiiw  a. 

PLACE  OF  BURIAL  OR  REMOVAL 

Ft  Patrick 


DATE  OF  BURIAL 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . 190  .^.to  . I90..X, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  ana  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary: 


.(duration) . _ DAYS 


Contributory: 


tion).. 


(Signed) . . 

"\NK^!TSA^l...l90^..(Address)....!Nk,.>.>^. 


. . M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents, 


How  long  at 
Place  of  Death?  . 


.years . months.. 


.days 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


:iled 


.190/.. 


-U 


*  City  or  town,  street  and  number,  if  any,  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  {Hate  or  country;  also  city,  town  or  county,  if  known, 
i'Name  and  address  of  person  giving  statistical  details, 

I  Name  of  cemetery, 
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COMMONWEALTH  OF  MASSACHUSETTS 

RETURN  OF  A  DEATH  „ 


FULL  NAME. 

Place  of  | 

*  ) . 


Death ' 
Residence 


.i . sS.. 


(CITY  OR  TOWN.) 

.....Registered  No.  vJ/r.d/.. 

. 190 

. years.. 


Date  of  ( 
Death  1 


months . days 


STATISTICAL  DETAILS 


PHYSICIAN’S  CERTIFICATE 


.  S£X  COLOR  SINGLE,  MARRIED,  , 

/?  '/  _  widowed,  or  /  ,  I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

- US^U&X  DIVORCED  ll/L£&ri0*J}L.Jxyiw^  l90^..to..i^^.....^Z..I90..$/, 

MAIDEN  NAMEt  V  /  /  /  ' 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE  t 


rupQ  y^a^p' 


BIRTHPLAC 
OF  FATHE 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 


Oi  - 


INFORMANT  § 


L- 


a.  Ual 


ATE  OF  BURI/1 


'jV< 


date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


.(DURATION) .  DAYS 


Contributory : 


(duration) . DAYS 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? . years . months . days 


Where  was  disease  contracted. 
If  not  at  place  of  death? . 


Filed 


/£. 


Clerk 


*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information.”  if  In  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  j  also  city,  town  or  county.  If  known. 

§  Name  and  address  of  person  giving  statistical  details, 
he  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


/ar 


FULL  NAME 

Place  of  ) 

Death*  1 

Residence  . J 


^RETURN  OF  A  DEATH 

,  . . ft  4* 

Ax 


( CITY  OTt  TOWN.) 

Iff 

..Registered  No . . 

m 


years.. 


/ 


..months...  . I .  .  day3 


STATISTICAL  DETAILS 


SEX 


COLOR 


UT^Xr- 


SINGLE,  MARRIED, 
WIDOWED,  OR  ** 
DIVORCED  ^ 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACEt 


/3? I#?- 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


DATE  OF  BURIAL 

/7 


190  ..A 


ADDRESS 


PHYSICIAN’S  CERTIFICATE 


illness,  from 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

1 9 0 <Zto  ./^W)  Jfrf: . . 190 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  ab^ve,  and  that  the  CAUSE  OF  DEATH  wa§  as  follows : 

Primary : 


ited  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

■:  ..  . . 


.  (duration) .  ...DAYS 


./... 


Contributory : 


.  (DURATION) . DAYS 


. . . . . . 

(Signed) . . M.Br 

190 ..Ji.  (Address) ^ . 


/ 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

r 

How  long  at  >! 

Place  of  Death? . years . months .  days 

Where  was  disease  contracted, 

If  not  at  place  of  death? . 


Hied  _  ;>!/ 

f(4'  J  / :f  |  g  Q  '^4  tf* 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  i  also  city,  town  or  county,  If  known, 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 

Place  of 
Death 


L  ini  M  ivi  c. 

°f! . c£. 


.  ,  RETURN  OF  A  DEATH  ( CITY  OR  TOWN.) 

. Registered  No.  / . 


Residence 


STATISTICAL  DETAILS 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


fAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


'0 


7 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


CL 


MAIDEN  NAME 
OF  MOTHER 


OCCUPATION 


INFORMANTS 


vs- 


PLACE  OF  BU  RIAL, OR  REMOVAL  II 


DATE  OF  BURIAL 


W/zty 


UNDERT 


190. 


J?. 


ADDRESS 


ES3 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  di^yng  last 

illness,  from . . t190 . . 190^- , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary!  .. 


.(duration) . DAYS 


Vi 

Contributory: . .  LL?. . .  . 

. (duration) . DAYS 

-/  &.7j. 

-I90./?..  (Address). 


(Signed) .  . t. . M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death? . 


Filed 


/  IQQ  Z 


*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information."  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 
t  State  or  countryi  also  city,  town  or  county,  If  known. 

KName  and  address  of  person  giving  statistical  details. 

Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


1)6 


FULL  NAMI 

Place  of 
Death ' 


.  RETURN  OF  A  bEATH 


of) 

i*  J 

Residence 


QL. 

..it. 


(CITY  OR  TOWN.) 

3A . 


..Registered  No 


/  Dateof[ 

!■■■'- . JK..I . /. .  rvo-j+h  \ 


.ft: 


•  Age. 


\  -4v/r...l90  *) 

months . days 


STATISTICAL  DETAILS 


SEX 


YyH' 4 


COLOR 


/fSc 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 

1/ 

HUSBAND’S  NAME  t 

BIRTHPLACE* 

NAME  OF 
FATHER 

ffr 

BIRTHPLACE 

OF  FATHER* 

^ »-z— ^ 

7 

MAIDEN  NAME 
OF  MOTHER 

O-i. f  v 

/V 

Jr 

BIRTHPLACE 

OF  MOTHER* 

OCCUPATION 


INFORMANT  § 


0. : 


PLACE  OF  BURIAL  OR  REMOVAL  II 

/O/*  .  /  / 

K^lXOLUAyt 1  rt~Tr\ 


UNDERTAKER 


DATE  OF  BURIAL 


1 — 17' 


ADDRESS 


y  9 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 
illness,  fr'ern^-^, -  iqp . to 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  ar>d  that  the,  CAUSE  OF  DEATH  was  as  follows: 

Primary : 


Contributory:  . 

(Signed) . 

y  £ 

r  . , 

(Address)^.. 

•JL 

SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years. . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death  7 . 


Clerk 


♦City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 

$  State  or  country  |  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetery, 
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COMMONWEALTH  OF  MASSACHUSETTS 


//-e 


RETURN  OF  A  DEATH 


FULL  NAME  . . aliah'.  h .  . .  f.  .yV.iI.  a.  w  1*.w. 

Place  of  ) 

Death  *  > . 

v  !t  ft 

Residence  . Age. 


..QliglK.ftfcxd . 

(CITY  OR  TOWN.) 

<34 


*r  v4- v  ptv 


r«! wt*  i*.  . 


TQ 


. Registered  No. 

TJ }  ■te.JK.J.fta . .so 

. years . 7 . months . days 


STATISTICAL  DETAILS 

SEX 

Bernal  e 

COLOR 

White 

SINGLE,  MARRIED, 

WIDOWED,  OR 
divorced  F5in/?le 

MAIDEN  NAMEt 

HUSBAND’S  NAME  t 

BIRTHPLACE! 

Tcrt,h  Chelmsford 

NAME  OF 
FATHER 

Tohr  W.  C3.1  j  ah  an 

BIRTHPLACE 

OF  FATHER! 

Lowell 

MAIDEN  NAME 
OF  MOTHER 

Ann 

Bradley 

BIRTHPLACE 

OF  MOTHER! 

Tr  eland. 

OCCUPATION 


—Li - 


INFORMANT  § 


+  "h  •>» 

«.  k-V  W  ii  ^ 


PLACE  OF  BURIAL  OR  REMOVAL  li 


......  .  


DATE  OF  BURIAL 


''■\r  ^r. 


190.. 


ADDRESS 


if 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from  .  c/7 . 1 9  .  Xo&lty..  ..-rhh^. . 19  of, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

^>NEeu 

.(duration) . DAYS 


Primary:  ^ _ _ 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 . years. . . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death? . 


Filed 


-  ^ 

.190,.... 


*  City  or  town,  street  and  number,  If  any,  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information."  If  In  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county.  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 


RETURN  OF  A  DEATH 

Hi  lul . Jj.liil.dlk . iilni  alx..L.U. 


CITY  OF  LOWELL 

(CITY  on  TO  WTV.) 

*lCr  A 

Registered  No.  '  ' 


i  L_  1_  ixniviL.  — . . . . y...: . msgi&iereu  mu. /-■■■/ . 

. . . h. . mg 

Residence  . . — ^..L . .  ■tT.'C.'.  . . Age . . . day. 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 

HUSBAND’S  NAME  t 

BIRTHPLACE* 

faf  /  /  / 

yu  (n/iA-H  f  /  irfA _ 

In 

COJ . 

NAME  OF 
FATHER 

/f  . 

\fi  l : V  a 

Xj  AjCaia-cI-ULs  -s j 

XvCj 

(Jr 

ICa.M 

BIRTHPLACE 

OF  FATHER* 

0 (rtityhrscu, 

?L 

(j 

JL 

MAIDEN  NAME 

OF  MOTHER 

nfj  J.  ,, 

Til  Cl\L.Lck  J'f.Ji 

1  CriA / 

BIRTHPLACE 

OF  MOTHER  * 

Jlova.  /oo 

cJjLCk. 

OCCUPATION 

INFORMANT  § 

H>  J 

/  C'icUn 

PLACE  OF  BURIAL  OR  REMOVAL  II 

.  HxtiLn  * 


}^UiTA 


■(\4/ M  ' 


DATE  OF  BURIAL 

XhALi 


Cl. 


address 

Oof  •  p 

C  /uUn  jXsyr}  j 


¥ 


PHYSICIAN’S  CEBTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . 190 . to . 190 . , 

that  to  the  besf  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  ?nd  that  the  CAUSE!  OF  DEATH  was  as  follows : 

Primary:  ...cJM.l  Imaia/.  . 

. "p . . . "J . 

. fryC . ^ . p . (d^  RATIOnX. . ..yi _ DAYS 

Contributory :  . i.U)...(A :  ;1  y 

. . yAj/- . (duration) . DAYS 

(Signed ) . Ll.  XA.Xd.  Ch: . Vs).  Xk.Cl. / . M .  D. 

.H.2l.Cup..^..L  190.  (^/(Address) . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 
Place  of  Death? 


.years . months. 


days 


Where  was  disease  contracted, 
If  not  at  place  of  death  7 . 


Filed 


■<1:L1A1L..1:'....  190., 


f 


(Kru 


Clerk 


V 


onAj 


♦City  or  town,  street  and  number,  if  any.  If  death  occurs  away  front  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information."  If  in  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 
t  State  or  country ;  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


{CITY  OR  TOWN.) 


FULL  NAME 

Place  of  ) 

Death*  S 

Residence 


RETURN  OF  £  DEATH 

Z^.L ^LC.Oa/^: rnr .  . Registered  No.  .Mai. 

. . . I  \ay . <tZ'. . ,9o 

. . Age . 


Death 

..years*. 


..months . days 


STATISTICAL  DETAILS 


SEX 


'j6u 


COLOR 


SINGLE,  MARRIED, 


/7  %/)  WIDOWED,  OR  V  ' 

(j/iUzL.  DIVORCED  ?lygyiAxjC£l. 


MAIDEN  NAMEt  ZyZ  /7  / 

/ PUL&C*UL  TT' 

HUSBAND’S  NAMEt  A  A  , 


BIRTHPLACE* 

- — 

3^-CniXXrL'Cf,  /  .  9C‘ 

NAME  OF 
FATHER 

t <3-  ,  3/iPU/IX-b  /PI y 

BIRTHPLACE 
OF  FATHER* 

MAIDEN  NAME 
OF  MOTHER 

BIRTHPLACE 
OF  MOTHER  * 

t/3 

3/ GaA^is  '3b  .  93' 

OCCUPATION 

Cl/— 

INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL! 


^PlAJ-t/3/ _ .'Zzjty 

UNDERTAKER  /  *  ADDRESS 


/  C'  risUTsis 


DATE  OF  BURIAL 


3  3 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  -t  attonded  deooaeod  during-4ast 
itincss,  from . 100 . torr^. . ■  100 . , 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary:^™ . 

//Cr  f 


RATION; .  DAYS 


Contributory: 


?.(duration)  . 

* 


( Signed).  T. . ' 


/  /7  /i/  /  f/~AA  aClA 

. /y. . . .  1 9  0^..(Ad  d  res^.... 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . months . days 

Where  was  disease  contracted. 

If  not  at  place  of  death? . 

..190 


Clerk 


*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information."  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  If  known, 

§  Name  and  address  of  person  giving  statistical  details. 

Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


.Grafton . 

(CITY  OR  TOWN.) 


RETURN  OF  A  DEATH 

full  name . George  -  A,  -Spaulding .  . Registered  No. . .4.3 . 

PDeaeth°f  1  .Gr.af.t..Qn...GP.lQ.ny.,....Wprces  Asylum . D0a^tJf  j . May  14 . i9o9 

If  th  13  .  , 

. months . days 


Residence  . •!;??.?.? OPd^  MftS S  • . Age . 58 


.years.. 


STATISTICAL  RETAILS 


SEX 

Male 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR  nJnfflp 

divorced  Dingxe 


MAIDEN  NAMEt 
HUSBAND’S  NAMEt 


BIRTHPLACE! 


Nashua f  N.H. 


NAME  OF 
FATHER 


PHYSICIAN'S  CERTIFICATE 


George  F.  Spaulding 


BIRTHPLACE 
OF  FATHER! 


West ford,  Mass, 


MAIDEN  NAME 
OF  MOTHER 


Eliza  B.  Downing 


BIRTHPLACE 
OF  MOTHER! 


Pierroont,  N.H. 


OCCUPATION 


Blacksmith 


INFORMANT  § 


MP3.  Ella  A.  Roberts, Sistej>_ 


PLACE  OF  BURIAL  OR  REMOVAL  I! 

Portsmouth,  N.H, 


UNDERTAKER 

A.o.Getchell  &  son 


DATE  OF  BURIAL 

May  1.7 . ,9o  9. 


ADDRESS 

No.  Graf tor 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from ...AP?. . 190^. .to  .  Mpy ..  i4 * )90 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary:  ...  Ar  t  er.io. . . .  sc.ler  o  sis., . 


Cordeac  Failure. 

. .  .t  -  .Tr.yr. * . 

Contributory:  . 

(signed) . E,V.  Scribner 

...May  ...1.4 . 190..?  (Address) . 

Supt. 

Worcester 

M.D. 

SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at  ,  -»  ri 

Place  of  Death?  ....4 . years . 7T . months . . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 

Filed 

May.  14.  190? . 

Town 

Clerk 

♦City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information.”  If  in  a  Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country)  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details, 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A  DEATH 


FULL  NAME 

Place  of 
Death 


Registered  No 
Date  of  l 


ST . 

Age....-r?...X .  ...years . 5^ . months . .4^^. . days 


STATISTICAL  DETAILS 


COLOR * 


SINGLE,  MARRIED, 
WIDOWED,  ORp^  ‘ 


DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACEt 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


Jf 


BIRTHPLACE 
OF  MOTHER* 


sty  /& 


OCCUPATION 


INFORMANTS 


PLACE  OF  BURIAL  OR  REMOVAL 


DATE  OF  BURIAL 


Ztrr~i9o..y.. 


UNDERTAKER 


FJTYSICIAX’S  CERTIFICATE 


I  HEREBY  CERTIFY  UlJl  rjUuiduJ  ifgiL'UJii]  UUTlIlg  lajl 

iHnwr'fr'pwi*^- '—  i.iaia 


UAm 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary: 


(duration) . DAYS 


Contributory: 


. (juration) . DAYS 

A  t  •  thdeel  Qatuim*. 

l90GOAddress) .  /6  d 

— .  ft  <rfrfY  ff  | 


4- 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . months . days 

Where  was  disease  contracted. 

If  not  at  place  of  death? . 


Plied 

;^.M.Z.£....i9o 


1 


Clerk 


*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information."  If  in  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  i  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


tik  r**  *  •  r  m 

i.  v d.  .l . 

{CITY  OR  TOWN.) 


RETURN  OF  A  DEATH 

FULL  NAME . . . . Registered  No. 

"I } . :: . 1 . » .Worth  Cfoelmftojd . ^*,n'  ( . . C*«ifi8 . rao 

r 

. years . . . months . . days 


Place 

Death 


Residence  . . !!. . 1 . . !. . . . ! . Age . .tt. 


STATISTICAL  DETAILS 


SEX 

**  f 

1.-1  Lv  A  ». 


COLOR 

Wh  -i  +• 

I  AJ.J.  U  ! 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAM  E  t 

HUSBAND’S  NAME  t 

BIRTHPLACE! 

1'Tortli  TthIi 

:sfor&  ?!jl  . 

NAME  OF 

FATHER 

A  r  •  i_  1 

..  !•  . . 

~  i  lch 

BIRTHPLACE 

OF  father! 

'  I  r  clar 

MAIDEN  NAME 

OF  MOTHER 

Z-iry  ^rd ' C 

BIRTHPLACE 

OF  MOTHER! 

Low 3 11 

•*  r_ 

iX  J>  .. ;  • 

OCCUPATION 


INFORMANT  § 


.  La,  U  1 1.  ,  ■  J. 


PLACE  OF  BURIAL  OR  REMOVAL  II 

T.psrtf  Q  "1  1  T  T*t  <»-*  ft 

w  » «  ill  o  • 


UNDERTAKER  ^ 


DATE  OF  BURIAL 


Tirnr.  T  rr  q 

•  190 


ADDRESS 


PHYSICIAN'S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from. l9O^...t0^^rVrt>...^.Jlf. . 190  W/*, 

that  to  th^best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary: 


.(duration)./...,/ . DAYS 


Contributory : 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . . years . . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 


Filed 


7^ 


W23&.  . 190/™ 

0 


Clerk 


*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information."  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county,  If  known, 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A  DEATH 


( CITY  OR  TOWN.) 


FULL  NAME 

Place  of 
Death  * 


} . . 


..Z.  _.  .C ...  Z  .....  b „..Z. S'J.£. . . . Registered  No. 

Date  of  ■».  .•  • 

.  Death  ! . . . . . . i; . 


Residence 


°  ‘  OT 

r* 

. ;..... 


1  P  un+ 
. . 


•  Age. 


..years-. 


...190 

months . days 


STATISTICAL  DETAILS 


SEX 


COLOR 

vr-  Jt  +■ , 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 

-'■lO 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE! 


Latrrsnc 


<~t.  J  b 


NAME  OF 
FATHER 


.icr.: 


L .  Ponahu<s 


BIRTHPLACE 
OF  FATHER t 


i  J  JLcLUU. 


MAIDEN  NAME 
OF  MOTHER 


7.I1; 


■t-r 


BIRTHPLACE 
OF  MOTHER! 


_ 


OCCUPATION 


LUJ 


INFORMANT  § 


x nomas 


Donahu# 

Jon 


PLACE  OF  BURIAL  OR  REMOVALU 

St.  Tttrnard 

—  ?  f 


1  Vl*iV  \J  *r  A. 


Con 


vUl1, 


DATE  OF  BURIAL 


o  r\ 


.  190..  £... 


ADDRESS 


'CTU4,  f4^me( 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from. . \90&.to...^ki"<.../.8i'....  I90'3r. , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary:  . . . 

. (fyrni . *rrr. . r. . . . 


Contributory: 


......  (duration).. 


(Signed). 


r.^rn. 


S£ 

190  ^..(Address) 


duration) . DAY  3 

.  M.D, 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . months . days 

Where  was  disease  contracted. 

If  not  at  place  of  death  7 . 


Filed 

/9 


a 

.190... 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 

'or  country  |  also  city,  town  or  county.  If  known, 
and  address  of  person  giving  statistical  details, 
of  cemetery. 
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. . . Registered  No. . . 

Place  of )  •?  „>.*’  _  •?  .  *>  Date  of  ^  -**.  to  j  **>  o 

Death*  ) . &  •-••• . *■  . .  .  . . . . . .  Death  i . . . I9° 

f*  fj  ft  ff  ft  Tf  'T  A  __  __ 

Residence  . Age . "...7....  . years . months . days 


COMMONWEALTH  OF  MASSACHUSETTS 


/~20 


RETURN  OF  A  DEATH 

FULL  NAME . .*£. li . _ . 


{CITY  OR  TOWN.) 

9 


STATISTICAL  RETAILS 


SEX 


COLOR 


t*t%  4  ■*- 


SINGLE,  MARRIED, 
WIDOWED,  OR 


DIVORCED 


s  in; 


...  "I 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


V>  ±  L  V  i- 


-,-7  V,- 


NAME  OF 
FATHER 


r.  * .  .-LA  «...  v  i* 


BIRTHPLACE 
OF  FATHER* 


Tr  lane' 


MAIDEN  NAME 
OF  MOTHER 


Alice  'ronab® 


BIRTHPLACE 
OF  MOTHER  * 


-  ml 

_ J _ 


OCCUPATION 


IN  FORMANT  § 


Cf  q4*  &  m  ",r^cscs  Ti  •»*»  V  ^  ^  fl  7*  f!»  *f*  Vt 

u  l-oo©  •  'loo  tt X  j  '  •  ^  1  li  » 


place  of  burial  or  removal  11 


— tt-  »  % 


T  rsvr^l  n 

-•jw  . .  a.  -  l*.  o  O  • 


UNDERTAKER 


DATE  OF  BURIAL 


190.. 


ADDRESS 


PHYSICIAN'S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  . 1 9 0. . 4..^..  I90y ? , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary:  . . 


Contributory: 


. . 


"¥  "l  77* 


..(duration) . DA  va 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death? . 


Filed 

7> . 


190., 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


I 


- 


V) 


H  < 


FULL  NAME 


Place  of ) 

Death*  )  .7777*... 


Residence . . in, 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A 


(cr 

Registered  No 


TO  WN.) 


e  of  l 
Death  i 

years.. 


-7^....„,.I90 

months . .TiZTrr. . days 


STATISTICAL  DETAILS 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


birthplace 
OF  TATHERt 


MAIDEN  N/ 
OF  MOTHE 


BIRTHPLACE 
OF  MOTHER  t 


1*s2s0 


7" 


PHYSICIAN'S  CEIt  TIFICA  TE 

I  HEREBYvCERTIFY  that  I  attended  deceased  during  last 
illness,  . 190/L.to 

that  to  themest  of  my  knowledge  and  belief  dgatth  occurre^on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary:  . 


Contributory : 


.  (duration) .  DAYS 


^(duration) . DAYS 


(Sign^ . 

. 19^.- (Address) . 

SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


OCCUPATION 


INFORMANT  § 


OR  REMOVAL] 


DERTAKER 


■>*& 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


J' 


£/  Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 

}  State  or  country)  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

Name  of  cenaprery.  . 
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COMMONWEALTH  OF  MASSACHUSETTS 


Su 

pr,;-[ . 


FULL  NAME.1 


(CITY  OR  TOWN.) 


.Registered  No 


Residence 


RETURN  OF  ,A  DEATH 

.  _  .  _ 

- .^^....190^^ 

. \2< . years . . 


STATISTICAL  DETAILS 


— ,  SEX  COLOR^ 

ysfcZtjq, 


MAIDEN  NAMEt 

HUSBAND’S  NAME  1 

BIRTHPLACE!^ 

7o6  & 

NAME  OF  />  /f 

FATHER  (J  f 

bir/hpjXce  ..  /> 

OF  RATHER!  *—7  // 

MAIDEN  NAME  S>  . 

OF  MOTHER  }>\/S  _ 

BIRTHPLACE  {/ 

OF  MOTHER  f  j  ; 

OCCUPATION 


INFORMANT  § 


PHYSICIAN'S  CERTIFICATE 


T . ■*>?- 


I  HEREBY 'CERTIFY  that  I  attended  deceased  during  last 
illness,  from . .v..\ . 190^..  to. 

that  to  the  best  oT*my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

f 

Primary :V  vcr^v^  •>. 


.(duration).. 


Contributory: . .MsiXSW: . 


(duration) . DAYS 

. M.D. 


(Signed)  . .tAA-«...v . 

. w . . L. . 1 9 0  ~t,.(Ad dress) .«. ..%. . . % 

-  ■  - - - - - 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years. . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 


.190 


(Z  (  \ 


Clerk 


‘City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county.  If  known. 

Name  and  address  of  person  giving  statistical  details. 

Name*of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 

Place  of 
Death 


. Registered  No 


( CITY  OR  TOWN.) 


Residence 


RETURN  OF  A  DEATH 

. . 

} . . . ,9oj7 

.  . Age . J>7..  .  years...  . *£1  months. . . .  .TTTT. r. days 


STATISTICAL  DETAILS 


SEX 

/k?4As{x 


COLOR  „ 


SINGLE,  MARRED, 
Wl  DOWrUT-CTR  \ 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAMEt 


\ 


BIRTHPLACE  + 


NAME  OF 
FATHER 


^ j  i 


PHYSICIAN’S  CERTIFICATE 


Contributory 


(Signed) . -k . mu 

. 190 . (Address) . . 

SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . . months . days 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . . I90^..to  'r.ovWL\X  .  . 190 

that  to  the  best  6f  my  knowledge  and  belief 'death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary:  . .N 


.(duration) .  DAYS 


.  (duration) . DAYS 


M.D. 


Where  was  disease  contracted, 

If  not  at  place  of  death? . IJl.. 


*  City  or  town,  street  and  number,  If  any,  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information,"  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  If  known, 

§  Name  and  address  of  person  giving  statistical  details. 

Name  of  cemetery. 


COMMONWEALTH  OF  MASSACHUSETTS 
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COMMONWEALTH  OF  MASSACHUSETTS 


72  S' 


RETURN  OF  A  DEATH 

FULL  NAME  ... | 

p,ace  \  r,:'  i . . / ? 

y.C .  . Age . 0&/.771. .  ....years. . :t?.. 


Death 

Residence 


{CITY  OR  TOWN.) 

J  ^ 

.fc . Registered  No. . 

Date  of 
Death 


..months . .tT. . days 


STATISTIC  Alt  DETAILS 


MAIDEN  NAMEt 
HUSBAND’S  NAME 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


RIED„  . 


BIRTHPLACE! 

NAME  OF  r 

FATHER  ^ 

BIRTHPLACE  ~ 

OF  FATHER!  //  / 

-0/  a 

MAIDEN  NAME 
OF  MOTHER 

CA 

BIRTHPLACE 

OF  MOTHER! 

OCCUPATION 

; 

INFORMANTS  ^ 

PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  ttWU  »i- attended  riwwreirnd  rliwing-iatit 

:«f  !,  r  .TTn  —  |  |t?V 


Aa. 


•ms--. 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

. (OURATION) .  DAYS 


Primary: 


Contributory: 


..(duration) . DAYS 


(Signed \ 

)J7.  (Address) . 


'../.*...I90.< 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 . years . . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death  7 . 


. i9o^. 


‘City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information."  If  In  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 


Form  C. 


Xo. 


ai  l|lassax{rasetts. 


RETURN  OF  A  DEATH. 

To  the  Clerk  of  the  City  or  Town  in  which  the  death  occurred. 


Name, 


(FILL  OUT  WITH  INK.  AUJ-  NAMES  TO  BE  IN  FULL.) 

Sex,  J^lL - Color, 


i  /  (till  vw  i  »y  i  i  n  i  n  r\  ■  mll 

, . . 


Date  of  DeaJijXf . .  /  C/w  . 190 Age, . XjL_Years, £ . Months,  . Days. 

Maiden  Name, 

Husband’s  Name, - - - 


Single,  Married,  "Widowed  or  Divorced  * ^ -A . Occupation, 

’Residence,  )  | - JaJL^a^- 


"’Place  of  Death, 


Name  and  Birthplace  of  Father, 


Maiden  Name  and  Birthplace  of  Mother ^ . f. . .^i*L33*3kl..  ~  /  }  y? 

Place  of  Interment,  (Give  name  of  Cemetery), - Ll M?.. 


Signature  and 
place  of  business 


..190  of  Undertaker. 


PHYSICIAN’S  CERTIFICATE. 

Name  and  Age  of  Deceased,! 


Place  and  Date  of  Death, 

Disease  or  Cause  (  Primary’ 
of  Death, f  Secondary, 


I  certify  that  the  above  is  true  to  the  best  of  my  knowledge  and  belief. 


*  Give  also  street  and  number,  if  any.  f  Givo  sex  of  infant  not  named.  If  still-born,  so  state, 
t  If  a  Soldier  or  Sailor  in  tlie  War  of  the  Rebellion,  give  both  Primary  and  Secondary  Cause. 


Countersign  and  transmit  to  the  clerk  of  the? city  or  town. 

Agent  of  Board  of  HealM 


RETURN  OF  THE  DEATH 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 

Place  of 
Death 


RETURN  OF  A  DEATH  ( CITY  OR  TOWN.) 

. fZL . - . Sl  . ..Registered  No 


\  L  Zm  '/ . /..fk/c...  190  y 


JZ.it.. 


..years.. . months . days 


STATISTICAL  DETAILS 


SEX  COLOR  jt  ,  SINGLE,  MARRIED, 

O  A  t/  '/ _  WIDOWED,  bRy  '  / 

fa/j/jy  DIVORCED  rfta/l/UjtsG £■' 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


BIRTHPLACE  sf 

OF  FATHER*/  /  //  / 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER  * 


OCCUPATION 


1/rlC^'y\y 

-A 


INFORMANT  § 


L 


place  of  burial  or  removaUI 


UNDERTAKER 

/Z'Tn  ■ 


DATE  OF  BURIAL 


.•^7,190  ...^ 


ADDAtSS 


PHYSICIAN’ S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 
illness,  from\\^^rj.  .I9o9...to  ^r.b.CXsjS^J...  190. 

that  to  the  Best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary : 


(Signed) . {^...y......  . M.D, 

1 9  oZ  ..(Address)...^.™  . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
Recent  Residents. 

Flow  long  at 

Place  of  Death? . years . . months . days 

Where  was  disease  contracted. 

If  not  at  place  of  death  7 . 


Clerk 


/^7Th 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  \  also  city,  town  or  county,  If  known. 

§  Napie  and  address  of  person  giving  statistical  details. 

|me  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


/ 


'  2  £> 


FULL  NAME 
Place  of  I 
Death*  S -<x/j ->-c 

Residence  t.\ 


RETURN  OF  A  DEATH 


. \^<LQ.'.h‘XLA . IdOoCAlAA/.... . Registered  I 

"  . , . Dna::r  \ . lu 


UMJ.JJL 

O^od.. .  (ho. . .  7h).  do.  iulmA.JL^ad.. 


s 


CITY  OF  LOWELL 

( CITY  OR  TOWN.) 

LoAi . 

. d.o. 


/ 


190  fj 


Age . ...'  . years . rrronths . days 


STATISTIC AE  DETAIIS 

SEX 

(T- 

COLOR 

1 V, 

SINGLE,  MARRIED,  /// 

WIDOWED,  OR  ] b~ 

DIVORCED  /  ]j 

MAIDEN  NAMEt  /  / /  ’ 

HUSBAND’S  NAME  t 

W  A  AAA,  V  cm/ 

BIRTHPLACE* 

yf)  6  odo 

jGbnywci 

. O,.  %'Otc., 

BIRTHPLACE 

OF  FATHER* 

deal 

{j'CasiAj  cl 

MAIDEN  NAME 
OF  MOTHER 

CiqmUA  jll  <  d.Qiy 

BIRTHPLACE 

OF  MOTHER  * 

A)  C  odd  Ovv v  cl 

OCCUPATION 

^OOvuLl 

iLiJjtxOA, 

INFORMANT  § 

I 

,  Ha,  CT14AA  ■ 

PLACE  OF  BURIAL  OR  REMOVAL  II 

liA/toii  cdl  Pv U  ,  l\ D  3dLdv\D 


DATE  OF  BURIAL 

(jtllQ..?L..  1 90.  (. 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERJIFY  that  I  attended^deceased  during  last 
illness,  from ....fiiXA.  190  .Cj.to ... ,  vJUf. 0.0™. Q, 


/ 


that  to  the  best  of  my  knowledge  ar/d  belief  deat|$  occurred  on  tfe 

date  stated  above,  and  that  the  CAUSE  OF  D^ATH  was  as  follows: 

(  / 

CryuLn.AyiAA^ 


t 


Primary; 


...). \.L\.l . 1 9 0 . ; .;..(Ad d ress) 

i — ; — 


..(duration) . DAYS 

r . . . . ,  m . d. 

OM.  [id. .  m..C  vd.  ..lio..  QAL-Ld 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 
Place  of  Death? 


.years . months.. 


days 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


F"U 
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.190 
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%to 


lerk 


m. 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USlwL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A  DEATH 


.  ^  ■ . 

(CITY  OR  TOWN.) 


FULL  NAME . :ZX...... 

Place  of 
Death ' 


U  1 


of) 

i*  ) 


Registered  No. 


r/ 


Date  of  (  3  _  .^0 

Death  I  . . 190 


Residence  . :..T... . t. . . Age. 


..years.. 


..months . days 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED,. 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 

-  '  .  T 

Pii”’:  4 

•  .  .w—  -  T 

HUSBAND’S  NAME  t 

nr  •  "r  1  .• 

■»  r  j:  - 

Cu:i  -..CtgtX  L> 

BIRTHPLACE? 

.t 

NAME  OF 

FATHER 

"^11*^1  9 

BIRTHPLACE 

OF  FATHER? 

t  ^  ,  n  -  . 

LX 

MAIDEN  NAME 

OF  MOTHER 

Ella4* 

*  u  x  l  ;  U  -L  G  j 

PHYSICIAN'S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from ...  ...j^^r.x./.<0.....i90.^,..to . ./fy. . 190.7, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  tlrp  CAUSE  OF  DEATH  was  as  follows : 

Primary:  . 


Contributory: 


.(DURATION) . .JL  ....  DAY 8 


(Signed) . 


I90y?.  (Address) . . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents, 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


. 

?7'<  Clerk 

(  Js-r  i  -  ">  \ 

*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information,”  If  In  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 

6r  country)  also  city,  town  or  county,  if  known, 
and  address  of  person  giving  statistical  details, 

£me  of  cemetery. 


COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A  DEATH  ( CITY  OR  TOWN.) 

FULL  NAME . .  . Registered  No.  . 

pr,;.'  1  . T°; }  j2* * * §ta ...  Z2. 


Residence  . ... . A....?. . Age. 


Primary: 


?&  /3  d 


■hi  <2- 

. years . 


190 


9 


years . months . . days 


PHYSICIAN'S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . 190 . to  . 190 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


.(duration) . DAYS 


Contributory: 


. l90^...(Address)'^ 


..(duration) . DAY8 

,M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


Where  was  disease  contracted, 
If  not  at  place  of  death? . 


19oZ- 


Clerk 


*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 

t  In  case  of  married  or  divorced  woman,  or  widow, 

t  State  or  country]  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME . f.. 

Place  of 


STATISTICAL  HETAILS 


SEX 


fyfoi 

MAlpEN  NAME  t 


■xicSL 


C0L,0fV  '  /  8tN»LE,  MARR1S©,  •  l 

,  Yh  <  4  SIS® 


HUSBAND’S  NAME  t 


BIRTHPLACE! 


/ 


NAME  OF 
FATHER 


LUll 


BIRTHPLACE 
OF  FATHER! 


MAIDEN  NAME 
OF  MOTHER 


p  v. _ _  /?  O 

Z0L1ZL-&  io  lJMal 


BIRTHPLACE 
OF  MOTHER! 


ilrthJJ/nv. 


informant! 


lYcter  l Y~?M 


PLACE  OF  BURIAL  OW  REMOVAL  II 


Jl 


to  0/moWU/ 


undertaker 


ddluM^A  ~ 


d'tf  I  /LL 


PHYSICIAN'S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from 190-^to . . 190^?.., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE^OF  DEATH  was  as  follows : 

Primary:  . C 


Contributory: 


. (dURAT.On) . DAY  S 


(duration) . DAYS 


I . .  .  . \  uu  n n  i  i  v 

(Signed)...^..'!4.'444^4 . . M.D. 

(Address). 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death? . 


Filed 


..fZ.(/..l90 2i.  G 


CG? 


Clerk 


‘City  or  town,  street  and  number,  if  any,  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  countryi  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

|[J^rmfoF  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


/*Z 


RETURN  OF  A  DEATH 


. T.. . v.  .V. . . 

{CITY  on  TOWN.) 


FULL  NAME .  . . . Z 

Place  of 
Death  * 


s- 


. Registered  No. 

1  tv >fT  •••-:  Date  of  (  op  iaq 

} . . . . ...L...r .  Death  1 . . 1 . 190 

Residence . . . . 7. . !! . Age . X 


.years.. 


..T7 . months . ~ . days 


STATISTICAL  DETAILS 


SEX 

"P  ,n*  -  n  1  a 


COLOR 


vno-;  t 


SINGLE,  MARRIED, 
WIDOWED,  OR  — 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAMEt 


BIRTHPLACE! 


rc  rt  h  "  n  c  Ir  «  f c  rtf  " . 


NAME  OF 
FATHER 


’•r  trick  J.HsslW 


BIRTHPLACE 
OF  FATHER  ! 


T  t  *'  1  r  y  ^ 


MAIDEN  NAME 
OF  MOTHER 


JL r,  v»xr  O  t  U*j[  -vs 


BIRTHPLACE 
OF  MOTHER! 


T-r*1 


OCCUPATION 


Ft.iv  ant-fe 


INFORMANT  § 


Ulster  Vrr .  -TrVv  ??.Gradr  Jr 


PLACE  OF  BJJRIAL  O.R  REMOVAL  II 

Lor- 11  .*t 


04-  TV,  4.^*4  -.VI  '-'ay-  +  *.• 

*  srdLSXxU.i  so 


'huAit/  ADta? 


DATE  OF  BURIAL 

. Q. .  190.1.. 


ADDRESS 


'hnu^J '££' 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY,  CERTIFY  that  I  attendee-deceased  during  last 
illness,  from  . 190 /.to 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary:  . . . . . \ 

. Cy(/7^ 


.(duration) .  DAYS 


Contributory: 


(duration) . DAY 


M.D. 


£^.t?.^0..^Add  ress). . . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents, 

How  long  at 

Place  of  Death  7 . years . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 


Filed 

Q/la.,...?rX. . 190 


0 


Clerk 


*  City  or  town,  street  and  number,  if  any,  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information,"  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  if  known, 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 

Place  of 
Death 


MAIDEN  N  AM  fit 
HUSBAND’S  NAME  t 


PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 
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j\  ifxdyk^'cJ'-UA 


DATE  OF  BURIAL 


fm  f 


ADDflESS 


I  HEREBY^SERTIFY  that  I  attendecpdeceased  during  last 

illness,  from .  . l9^...t0....^r*^WL'..®^ . 190^.., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary: 


-f-y 


.(duration) . DAYS 


Contributory : 


.190.....  (Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 . years . months . days 


Where  was  disease  contracted, 
If  not  at  place  of  death? . 


Filed 


.190 


*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A  DEATH 

FULL  NAME . .  . Registered  No. 

Place  °.f  S  g  . . DDae,“f  j  ^ 


{CITY  OR  TO/TA.) 
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Death 

Residence 


. Age . . 


..years.. 


...190^ 

months. . . .  . days 


STATISTICAL  RETAILS 


SEX 


COLOR 
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WIDOWED,  OR  '  f  * 

DIVORCED 


MAIDEN  NAMEt 


HUSBAND’S  NAME  t 


BIRTHPLACE! 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER! 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


DATE  OF  BURIAL 


At) DR  ESS 


7^ 


PHYSICIAN’S  CERTIFICATE 


I  HEREBYr-'CERTIFY  that  I  attended  deceased  during  last 
illness,  from ^  \90  fl.Ao  ...2*^^. 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary : 


'T'  fa  2f  ^  a+cf 


Oj 


.(duration) . DAYS 


Contributory  :  . 


(Signed) 


(duration) 


M.D., 


-L  1 9  0.  .f!.(Ad  d  ress).  - 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? . years . . months . days 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


SJ±,2 . i9o 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country)  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 

RETURN  OF  A  DEAT! 
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/J7 


egistered  No., 

Date  of  |  v  py/S* 
Death  1  I'  Si? 


{CITY  OR  TOWN.) 

<s 


.years... 


STATISTICAL  retails 


SEX 


COLO 


1LE,  MXRRIED, 

OWE07  OR 


SINGLE, 
WIDOWE 
DIVORCED 


MAIDEN  NAMEt 

HUSBAND’S  NAME  t 

NAME  OF  .  y 

“™"  JVAsw 

BIRTHPLACE 

OF  FATHER* 

■A 

MAIDEN  NAME 

OF  MOTHER 

BIRTHPLACE 

OF  MOTHER* 

OCCUPATION 


informant! 


ADDRESS  J  y 


PHYSICIAN’S  CER  TIFICA  TE 


I  HEREBY  CERTIFY  that  I  attended^  deceased  during  last 

illness,  from . 190 . . 190^., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary: 


Contributory : 


(dUR AT  i  OPf) . .“BAYS 


(Signed). 
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L . . .  ^ .  1 9  0  .^...(Add  ressJ^/^ 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents, 

How  long  at 

Place  of  Death  7 . years. . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death? 


Clerk 


*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county.  If  known. 

§  Name  and  address  of  person  giving  statistical  details, 
e  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 

Place  of 
Death*  f 


RETURN ^  OF  A  DEATH 

1AL.  LL'ly. ....  sJ. .  £LaJj,.  ' 


/3<T 

CITY  OF  LOWELL 

(CITY  OR  TOWN.) 

SAm. . 


Registered  No. 


Residence . . . Age 


d  TYCOM 


Date  of  ( 
Death  i 
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. AJ..J 


ljlLz . y~.. 


190 


C1 


..years.. 


..months . days 


STATISTICAL  DETAILS 


SEX 


COLOR 


n. 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


7T 
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V  . 


Caa/^ 


ct 


NAME  OF 
FATHER 


Iasi 


'aaaoaaa 


BIRTHPLACE 
OF  FATHER* 


MAIDEN  NAME 
OF  MOTHER 
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</y\sCnA-nA  , 


BIRTHPLACE 
OF  MOTHER* 


OCCUPATION 
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01 
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7  /  L 


190.; 
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fi 
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PHYSICIAN’S  CERTIFICATE 


I  HEREBY  Certify  that  I  attended  deceased  during  last 


illness,  from .../A.-.i/p.: 0- \90.Q.\o 190 /y.-» 

th 


t; . 3  1 

.....  - 

i,  arufthai  the  CAUi 
Primary :  . . 


that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  arid  that  the  CAUSE  OF  DEATH  was  as  follows: 


.(duration) .  DAYS 


Contributory: 


(Signed). 


ign 


wZa . Ih. 


/  /A  LL  r 

^^^JI90^tAddressX^ 


(dURATJOn)  . . DAY8 

.. . . . -7*  . Mi  D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at  _  _ 

Place  of  Death? . years. . months .  . days 

Where  was  disease  contracted, 

If  not  at  place  of  death? . 


Filed  (  a  ' 

. /L.l.p! . .J.  I90.C/ 


^KVQrcL  \v  -  U  '^cIa/vvO 
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*  City  or  town,  street  and  number,  If  any,  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 

Place  of 
Death 


Residence 


lf  | . 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
'WIDOWED,  OR  r-* 
CMV-ORCF  D 


IAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


BIRTHpCrOE 

OF  FATHER* 


tr- 


MAIDEN  NAME 
OF  MOTHER 


IE  sp 


/? 


BIRTHPLACE 
OF  MOTHER* 


o 

S-7  1Y/7 


OCCUPATION 


ti: 


INFORMANT  § 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from.  190  ./.to  .£V..*r//J.. . I90..yf, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary:  £2* 


.(oURATIO 


N) . / . I 


Contributory : 


(Signed) 


.  (duration) . DAYS 

. M.D. 


TZ&d.. .7.//. ...  1 9 0. . /.. (Address)  . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death  7 . years . months . days 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


!. . 11... 


Clerk 


*  City  or  town,  street  and  number.  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number. 
ftTcase  of  married  or  divorced  woman,  or  widow. 
t  State  or  country;  also  city,  town  or  county,  If  known. 

§  Njime  and  address  of  person  giving  statistical  details. 

'  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


(CITY  OR/TOWN .) 

b-Z. 


^ _  RETURN  OF  A  DEATH 

FULL  NAME  . . ..Registered  No 

place  . . 

. . ...Age . S3.. . year, . // . months . ^ 


Death 

Residence 


days 


STATISTICAL  DETAILS 


SEX 


yr/:& 


COLOR 


SINGLE,  MARRIED, 

WIDOWED,  OR  d 

DIVORCED  /l 


MAIDEN  NAMEt 


HUSBAND’S  NAME  t 


BIRTHPLACEt 


/3<tr/  26*. 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHERt 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER  t 


Qj  L^-C  %-(:**- **-£* 


OCCUPATION 


INFORMANT  § 


$\C,, 


PLACE  OF  BURIAL  OR  REMOVAL  II 


AtafyuL€L^ 


UNDERTAKER 


DATE  OF  BURIAL 


190.5 


ADDRESS 


Pur SICI AN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended~Tieceased  during  last 


illness,  .  ..J.Q . 190 to  . 190^?, 


that  to  thfe-6est  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above^and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary:  . (f4<c ^ . 


.  (duration) . DAYS 


Contributory : 


(duration) . DAYS 

dCc . M.D. 


..  (Address) 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents'.  vf 


How  long  at 

Place  of  Death? . years . months . days 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


1 9  . 


Clerk 


*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information."  If  in  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


DEATH 


FULL  NAM 

Place  of 
Death  * 


STATISTICAL  DETAILS 


COLOR 


CQ _ -f 

7# 


_SLMCbg,  -MWfHtfEP, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAME  t  * 
HUSBAND’S  NAME 


BIRTHPLACES 


PHYSICIAN’S  CERTIFICATE 

I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 
illness,  from  190/?  to  <k^£r/^  190 , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary:  . 


NAME  OF 
FATHER 


Contributory : 


. (duration) . DAYS 


BIRTHPLACE 
OF  FATHERS 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHERS 


OCCUPATION 


(Signed) .  . /5  -  /eT  •  /4;/. 

D  h-fJL/  ^  u  H  ^  f 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


Where  was  disease  contracted, 
If  not  at  place  of  death?. 


INFORMANTS 


.  S^fk.  . 1 9  0  . 


Clerk 


DATE  OF  BURIAL 

ADDRESS 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  Its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A  DEATH 


( CITY  OR  TO  WNJ) 


JV3 

TO  JFA\.)  jj 

&T . - 

.\&LfcJI . A  J . <90  <j 

months...  . A...  .dajr* 


XaAjAjU 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


NAME  OF 
FATHER 


\>\  auvX^CL) 


BIRTHPLACE 
OF  FATHER* 


(R.  9. 


MAIDEN  NAME 
OF  MOTHER 


Qo  .  ^  »  \  ^CXjl^vvJLK-^ 


BIRTHPLACE 
OF  MOTHER  t 


'^Vvv.iJoQ^Al) 


OCCUPATION 


INFORMANT  5 


PLACE  OF  BURIAL  OR  REMOVAL  II 

^aHA.  Cg.AAA.1  ,  ' 


U\A 


UNDERTAKER 


CK^/k a  t  / 


ft 


Vs 


DATE  OF  BURIAL 


ADDRESS 


\ 

CsbJly  J 


I  HEREBY  CERJIFY  that  I  attended  deceased  during  fast 

illness,  from. .<£#...  I90j?... to  . I90j£« 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  th® 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows? 


Primary: 


. .  .^Or-.Vr: 


.(duration). 


Contributory: 


(Signed) . 

a&M. 


. . .  ..(duration) . DAT® 

. .  m.o. 


)0jS. 


1 9  ox.  .(Address). 
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SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Traawentr,, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 . years . months . dry* 

Where  was  disease  contracted, 

If  not  at  place  of  death? . . 


Filed 

MM. 


.190 


Clerfc 


♦City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information."  If  In  a  Hospital  tr 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country)  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


/yy 


RETURN  OF  A  DEATH 


FULL  NAME  . . Registered  N 

^  i . 44^ . °Dar  \ . 


CITY  OF  LOWELL 

(CITY  on  TO  WY.) 

'J.W- . 

M.  2X 


Residence 


. j . . Death  . . ±*L . 190  C 

. . C.lfi.U.L . Age . . years . k.. . months . (/... . days 


STATISTICAL  DETAILS 


SEX 


COLOR 


n. 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED  /. ) 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE  t 


~7T 


MullL 


NAME  OF 
FATHER 


fU  MV  /AyU/U 


BIRTHPLACE 
OF  FATHER  t 


ll 


(A.>  a( 


OAoaJCa. 


MAIDEN  NAME 
OF  MOTHER 


0 


(JU 


/JJy\J ’JIAm-'U  ;  CiA/A-Iaa./ 


BIRTHPLACE 
OF  MOTHER  t 


7i 


0~\aaJC 


OCCUPATION 


INFORMANT  § 


Zv:  Lu 


PLACE  OF  BURIAL  OR  REMOVALIJ 

If.  dbtnA.  k ‘ttoA  ■  tfunAJt/I, 


UNDERTAKER 

Z^q/Z/yL 


/] 


JA, 


L.Wl 


DATE  OF  BURIAL 


ADDRESS 


T\lJul/U l4‘ 


PHYSIC  I  AY’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . 190 . to .  . 190  .Cl 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  tne 
date  stated  ^bov«,  and  that  tjie  CAUSf  OF  DEATH  was  as  follows: 

Primary:  UMM.IM.LuAMM .hi  l  ^(riAA  i . . dl.lL. (AJjL> 


.  (duration). 


Contributory: 


n 


.....^..(duration) . DAYS 

( ^igned ) C  f'fizk'Ar.f. . .  .'Z.  . M .  D. 

.M'.Cf.. .  2.  A .  ■■  19  0k2..(Ad  d  ress) . . . .  . . .  .OfLO. 


u. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 
Place  of  Death  7  . 


.years . months.. 


days 


Where  was  disease  contracted, 
If  not  at  place  of  death? . 


Filed 


DA.  2.3. 


190 


*&XQ\rL 


Mi 


Clerk 

_ 


*  City  or  town,  street  and  number,  If  any,  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country)  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A  DEATH 


FULL  NAME  . Registered  No 


} 


Place  of 
Death  * 


Residence  . Age. 


JFJV.) 

Q_ . 

. 'Si\.c<hex* . 

(q#z  .....  o’ 


..years*. 


..months . \rz. . days 


STATISTICAL  I) JE TAILS 


SEX  COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACEt 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER t 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHERt 


INFORMANT  § 


22 A2.-/r,jriv-£z-. 


place  of  burial  or  removalII 


DATE  OF  BURIAL 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY-^CEFiTIFy  that  I  attendejL^deceased  during  last 

illness,  from  A  y . 190  ,^to  .2*,.  190^, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary : 


(DU ration).. DAYS 


Contributory: 


DURATION,!. . DAYS 


(Signed). v 


(Address) . 


m.d 

£§§>. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents.  ^ 

How  long  at 

Place  of  Death? . years . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 


.CAc3.-...^A, 1 9 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information."  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME 


Death  * 
Residence 


N  OF  A  DEATH 

.  . Registered 

Date  of  l 


( CITY  OR  TOWN.) 

no. . !q.. 


£ . .  Death 

Age . h 


.years.. 


.*£..pr.. . 190^^ 


..months . . r\..day3 


STATISTICAL  DETAILS 


SEX 


SINGLE, 

W4COW6B,  OR 
^-Dtv-anew>- 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE! 


it. 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER! 


MAIDEN  NAME  ' 

OF  MOTHER 


ip? 


BIRTHPLACE 
OF  MOTHER! 


OCCUPATION 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  II 


UNDERTAKER 


VlLauJt 1  /W 


DATE  OF  BURIAL 

Tl90j 


ADDRESS 


PHYSICIAN'S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  ^during  last 

illness,  from . . I90y?...to  .....v . I9oJ?.  , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 


Primary: 


.(duration) . DAYS 


Contributory: 


ion)  . 


. . 

(Signed) . ,CS.A .  /  r 

^.'®.I90..£ (Address)  ...Jl:. 


M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death? . 


Filed 


,LU^.-..ZA/ . Y.. 


Clerk 


*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country;  also  city,  town  or  county,  if  known. 

■j  Name  yd  address  of  person  giving  statistical  details. 


amawf  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A  DEATH 

FULL  NAME  .  . (t.tc .... 

Place  ofi  ^  #  -  /  /  (< 


(CITY  OTVjTOWN.) 


. ..Registered  No..... 

Death-  }  . d"*  * . 190^ 

Age . <£^Z . years . ^ . months.,^^2 


days 


STATISTICAL  DIET  AILS 


SEX  ^ 


COLOR 


L  l /'ulc 


frlNQtrE,  MARRIED, 

WIDOWED,  OR  ,  '  / 

DtVOROEO  /  /tA'XMs/T 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPL 


wet  )  _ 


(<  'mJ’u  Ar  fh? 


NAME  OF 
FATHER 


BIRTHPLA  v 
OF  FATHER  t 


C ~y\\=c~L . 


MAIDEN  NAME 
OF  MOTHER 


^ Jl&aArdbt~ 


BIRTHPLACE 
OF  MOTHER  t 


OCCUPATION 


INFORMANT  § 


/ 


/l/L^r  /l  <  7  TZc&iv 


^LAGE  OFyBy RIAL  OR  R£WOVALll 

tyltlAA' 


REMOVAL  II 

..  U.  th 


DATE  OF  BURIAL 

. 190. 


UNDERTAKER 


(  ^ A  .  ii^L4^ 


/  \  s  11  ai 

/M»' 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . 190 . to . 190 . , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary : 


rs 


Contributory:  .... 


yuR, 


C/uration; . «^*ya 


. .y . (duration),  A-/  DAY  8 

. . . . M.D. 

()‘Y.  3  </.  ..190.  .^(Address)  CLL  '2??* 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . months . days 

Where  was  disease  contracted. 

If  not  at  place  of  death? . 


Filed 


{(^.■.3.^ . 190 


y- 


Clerk 


*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information,"  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  If  known, 

§  Name  and  address  of  person  giving  statistical  details. 

I  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


/vr 


FULL  NAME 

Place  of 
Death 

Residence  W- 


ETURN  OF  A  DEATH 

.  . Registered  No 

^ . °oeathf  f  ofatT/I,...  . 190  £ 

Age . h-h- . .years . G..  ...months . . days 


STATISTICAL  DETAILS 


SEX 


yt/  COLOR 

#• 


SINGLE,  MARRIED 
WIDOWED  ~~ 
DIVORCED 


CARRIED, 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


NAME  OF 
FATHER 


BIRTHPLACE 
OF  FATHER* 


^ 7  (fit 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


Q/tnA?6p^'  (flr, 


OCCUPATION 


INFORMANT  § 

u 


PLACE  OF  BURIAL  OR  REMOVAL 


DATE  OF  BURIAL 


jC.  190..?.-... 

ADDRESS  ^  S\ 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from  I90.^?..to  . 190-f?-, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 


Primary: 


Contributory 


.(duration) . . DAYS 


jAA rr£? 


(Signed). 


(duration) . DAYS 

,...M.D. 


- . y- . VDURATION7.... 

_ 

. 24/.  J  .190..^. (Address). . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents, 

How  long  at 

Place  of  Death7 . years . months . days 

Where  was  disease  contracted. 

If  not  at  place  of  death? . 


Filed 


^  190/?  7'<Ay/’  y 


Clerk 


*  City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 

X  State  or  country;  also  city,  town  or  county.  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 
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RETURN  OF  A  DEATH 

[E  Artkur  Callaha* 


ChelKsf«rd . 

{CITY  OR  TOWN.) 


FULL  NAME . . . . Registered  No 

placeofl  lltrtii  Chelasferd  Date of i  N*y.7 ,»09 

Death  *  i  .  Death  J . . . 


7A 


/,  '*  "  '/ 

Residence . Age. 


JLS. 


Death  S . * . 190 

..years. . months . days 


STATISTICAL  DETAILS 


SEX 


COLOR 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED  C«- 


MAIDEN  NAMEt 

"HiV*  k.; 

HUSBAND’S  NAME  t 

BIRTHPLACE* 

TFoatferd  Mass. 

NAME  OF 

FATHER 

Jehn  F.  Callahan 

BIRTHPLACE 

OF  FATHER* 

Lewell  Mass. 

MAIDEN  NAME 

OF  MOTHER 

A-RT.it  Bradley 

BIRTHPLACE 

OF  MOTHER* 

Ireland 

OCCUPATION 


Operative 


INFORMANT  § 


Father 


PLACE  OF  BURIAL  QR  REMOVAL#,  . 

Lewell  Mass 
St .Patrick* s  Cemetery 


ADDRESS 

Z7/  c/z  ^ 


DATE  OF  BURIAL 

...NtY^9tk.  190...?.. 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from  Zhrz:.../. . i9o.^.to....r^r....7 . i9o$'.l 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary: 


Contributory: 


..(duration) . DAY  9 


(Signed) . . . . . m.D. 

ZZCZ...?.. . 1 9  05L(Ad  d  ress). . .  zZ...  Z.. . .  . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 
Place  of  Death?  . 


.years . months. 


days 


Where  was  disease  contracted, 
if  not  at  place  of  death 7 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  If  known. 

Na jjTe  and  address  of  person  giving  statistical  details, 
ne  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 

RETURN  OF  A  DEATH 


/6 


'  *5 


FULL  NAME . 

Place  of  I 
Death  *  ‘ 

Residence 


( CITY  OR  TOWN.) 

. Registered  No. ..  . 

1 1 . . . \ . ^lOC. . A&. . 190  ? 

. Age . ZjC 


..years.. 


.months . days 


STATISTICAL  DETAILS 


SEX 


COLOR 


OjA 


/? 


SINGLE,  MARRIED, 

WIDOWED,  OR.  /  u 

DIVORCED 


MAIDEN  NAMEt 
HUSBAND’S  NAMEt 


BIRTHPLACEt 

NAME  OF 

FATHER  ,  yy. 

sf 

BIRTHPLACE  / 

OF  FATHER*  ^ 

rtcuryi^ 

MAIDEN  NAME 

OF  MOTHER  O  j  v/  / 

co  ('ZoCrC 

BIRTHPLACE 

OF  MOTHER* 

/stC'&ryZ; 

OCCUPATION 


INFORMANT  § 


Jhfa)  /fane}- 


PLACE  OF  BURIAL  OR  REMOVAL 


UNDERTAKER 


-1 


DATE  OF  BURIAL 

1 90.  $?. 


ADDRESS 

Q>jfA,Cdt^Lf 


PHYSICIAN’S  CER  TIFICA  TE 


I  HEREBY  CERTIFY  that  I  attended  deceased  dtrmTg'TasT 

HlnaSOi  from  . ,,,  l9Q-...T-.tO . ■■:■■■■■■■- T.-Tirrrrrnv.-.-... 1 90-.—, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary 


.(duration) .  DAYS 


"Contributory: 


. (duration) . DAY  8 

(Signed<^^/^£^  /fyjf:..  .TAeduC^/.. .  .^^^r^r-TM.D. 

. l90^..(Address) . 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 


Filed 


 „ 1  . .  1  ~  y 

. i9oZ. 


Clerk 


/ 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information.1’  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 
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CITY  OF  LOWELL 


FULL  NAME 

Place  of  ) 

Death  *  ) . ' 

Residence  . 


.0J. 


R ETU R N/ /  OF  A  D E ATH 

. . . Ikad'jL i . 

foZ . . L*. . £.«? 


{CITY  OR  TOWN.) 


.Registered  No. 

Date  of  I  77  /JfJ  / 


9 


STATISTICAL  DETAILS 


SEX  ^ 

Tv. 

““  .jf 

SINGLE,  MARRIED, 

WIDOWED,  OR  V)/) 

DIVORCED  ///, 

MAIDEN  NAMEt 

HUSBAND’S  NAME  t 

BIRTHPLACE* 

’■ y  .AJbt oiaaj  d , 

NAME  OF 
FATHER 

X  Jiviv 

BIRTHPLACE 

OF  FATHER* 

IajlI 

QaajcI  . 

MAIDEN  NAME 
OF  MOTHER 

ClV  CL  A.  /fj .  I/I'IA  <  > 

BIRTHPLACE 

OF  MOTHER* 

d  0 

<7 A  jJt'CAAAjd , 

OCCUPATION 


'I'VQPlAA.  . 


INFORMANT  § 


PLACE  OF  BURIAL  OR  REMOVAL  I 

^  0  kjhjLwvi 


UNDERTAKER  Z,1  ADDRESS  > 

Ci.  niAssuLtok  ^(iT&ddhjjw  Q]~ 


DATE  OF  BURIAL 

...Zl  M..JU. . 1 


90. 


* 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . CZ . 190 . to . bbt. . 190 . , 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  Md.that  the/CAUSE  OF  DEATH  was  as  follows: 


Primary: 


andthat  the/CAUSE  OF 

.ZL iAvLaJJaa.. 


Contributory: 


(DURATION) . DAYS 


.  (duration) . TrO . DAYS 


if  ' 


(Signed) . . .ZL  M.D. 

iQn.Q.,(Address  )../..Q..O. . Az^Ol AAsld/U. 


1 . 190.  Cj 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 . years . months . days 

Where  was  disease  contracted. 

If  not  at  place  of  death? . 


Filed  Qa 

fwi I 


.190 


f 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
f  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country)  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


RETURN  OF  A  DEATH 


(i CITY  Or  y’O  HA.) 


STATISTICAL  DETAILS 


SEX 


/7 


COLOR 


SINGLE,  MARRIED, 
WtOOWEO,©R->' 

BU£QRC£J2_ 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


NAME  OF 
FATHER 


7 


V/ 

/  Vdl 


birthplace  " 

■  ■■■■»>  - 


OF  FATHER  1 


75 


5^* 


MAIDEN  NAME 
OF  MOTHER 


T4  . .  "  mpmm  '/  s'  «  "*  . . TV"  •  y --*•»  .  . r- . 

C  ''kASVjrX^ . l90#...(Address)....VWj£-^^ 


BIRTHPLACE 
OF  MOTHER* 


~r 


/ 


OCCUPATION 


r 


~v~ 


INFORMANT  5 


C/U' 


PLACE  OF  fcO^IAL  OR  REMOVAL-11 


_ 


UNDERTAKER 


7 


v 


a, 


DATE  OF  BURIAL 

), . . . . 


ADDRESS 


7a 


-&*- 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illnes/,  from  .  I90.7(.to . .'IVWvCA.y....  .190  .r^., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary:  ...  . 


.(duration) . DAYS 


Contributory: 


.  (duration) . DAYS 


(Signed) 


. . .  m.d. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 

Place  of  Death? . years . . months . days 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


Clerk 


*7 


z_ 


‘City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information."  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 

*  State  or  country  |  also  city,  town  or  county,  If  known, 

§  Name  and  address  of  person  giving  statistical  details, 

II  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


/jtr 


RETURN  OF  A  DEATH 

F U LL  N AM . 


Place  of 
Death 


?}. 


A9loxl&  St.llortii  Ciieli^sford 


o 

'/  V  '  '/ 


. Registered  N 

Date  of  l 


Residence  . Age. 


Death  i 

. years.. 


190  ^ 


..days 


STATISTICAL  DETAILS 


SEX 

Mai© 


COLOR 

Thit« 


SINGLE,  MARRIED, 
WIDOWED,  OR  .  _ 

DIVORCED  SlB^lG 


MAIDEN  NAMEt 

HUSBAND’S  NAME  t 

BIRTHPLACE* 

F#rth  Ch«lp.sf©r6 

NAME  OF 
FATHER 

Patrick  Mun**v»n 

BIRTHPLACE 

OF  FATHER* 

Irslar.i 

MAIDEN  NAME 

OF  MOTHER 

llellis  Carey 

BIRTHPLACE 

OF  MOTHER* 

Irslsnd 

OCCUPATION 

INFORMANTS 


Father 


PLACE  OF  BURIAL  OR  REMOVAL  II 

St.  Pet  ©r^  Csr.et-try 


DATE  OF  BURIAL 

51 . 190.9.. 


ADDRESS 


PHYSICIAN'S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from . 190 . to  ijorJI.  .190.../, 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary:  ...  . . 

. 


.(duration) . DAYS 


Contributory: 


.  (duration) . DAY 8 

(Signed) . . 

. !90.^F(Address)...^tS^...\^^y^V)rSr^^l^r^L.  v 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death  7 . years . . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death? . 


Filed 


. iso  %.(Mm 


Clerk 


‘City  or  town,  street  and  number,  If  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  in  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

||  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAME. 

Place  of  ) 

Death  * 


Residence 


RETURN  OF  A  DEATH 


(CITY  OR  TOWN.) 

jfl  / 


months . days 


STATISTICAL  DETAILS 


SEX 


-¥~ 


COLOR 

2t 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


STNGtE,  MA«ftt£D, 
WIDOVyED,  OR 
DIVORCED 


BIRTHPLACE* 


/0 


T 


V  '/yOtsZ'O  • 


NAME  OF 
FATHER 


BIRTHPLACE/ 
OF  FATHER 


MAIDEN  NAME 
OF  MOTHER 


z 


BIRTHPLACE 
OF  MOTHER* 


CAAfo,  fa 


190.$. 

ADDRESS 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  Xwrt— fr  attended -rhixeeacd  dining  ’fast 

'“  Mill  fi— tn  1  -  i  l^m  ti  >  i  .  -H?0 — i. 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

r  •  . 

(  ^  . 


Primary: 


Contributory: 


.(DURATION) . DAYS 


(Signejj 

. 


/^^oJration) . 

/S'. 

9qfj..  (Address) . 


WrO. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 


Filed 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information.”  If  In  a  Hospital  or 
Institution,  give  Its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow. 
t  State  or  country  |  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

II  Name  of  cemetery. 
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STATISTICAL  DETAILS 


SEX 


COLOR  * 

//r7  ~7~~ 


-SU46  LE  r  M  A-fHH  C-  0 ,  ■ 

WIDOWED,-*' 

•wvefteto'- 


MAIDEN  NAMEt 
HUSBAND’S  NAME  t 


BIRTHPLACE* 


X 


NAME  OF 
FATHER 


.  G\. 


BIRTHPLACE 
OF  FATHER* 


b  err 


MAIDEN  NAME 
OF  MOTHER 


BIRTHPLACE 
OF  MOTHER* 


xJa. 


<y 


OCCUPATION 


INFORMANT  § 


PLACE;  OF  BURIAL  OR  REMOV*fc-»- 

b.  y'/I&i  ■ 


UNDERTAKER 


/ 

jb- 


ADDRESS 


DATE  OF  BURIAL 


PHYSICIAN'S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 

illness,  from.ZS^C ..../ . \§Q  f..\o  . 190  .!#., 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows : 

Primary:  ...&cyU^Zcb. ~IZ . 


. (duration) . DAYS 


Contributory: 


(Signed). 

Z5x<x..<e,... 


.  (duration) . DAY8 

M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Translsnts, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . . . months . days 

Where  was  disease  contracted, 

if  not  at  place  of  death? . 


Filed 


T 


. 19 o .£  .zrZjth^i. 

r  (7 


‘City  or  town,  street  and  number,  If  any,  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information,”  If  In  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  parried  ’or  divorced  woman,  or  widow.  v 
t  State  or  courfryj  als* city,  town  or  county,  If  known. 

§  Name  anf  actress  ofroersXgivIng  sJpttefTCal  dejfils. 


0 

z 

Q 

Z 

CO 

ttl 

0 

Ll 

Q 

LI 

> 

01 

Id 

(/) 

Ld 

£ 

Z 

0 

01 

< 


a 

tc 

o 

o 

LU 

K 

F- 

Z 

Ul 

Z  _j 

<  J 

S  3 

s  u 

u  z 

CL  5 

<  UJ 
OQ 

W 

“  o 

co  H 


H 

I 

m 

* 


CO 

lii 

£ 

< 

z 


E  < 


H 

3 

O 


-<2 


COMMONWEALTH  OF  MASSACHUSETTS 


FULL  NAM 

Place  of  | 

i*  S 


RETURN  OF  A  DEATH 

(q..^ . cn^t/ 


{CITY  OR  TfJtVN.') 

TO 


Age . .  .73TT... years. . .(? . months . K? . days 


STATISTICAL  DETAILS 


SEX 


* 


COLOR  /- 

uf 


84W>W,  MARRIED, 
WIDOWED,  OR/< 


MAIDEN  NAMEt  C^COlXiriKjer'  Lt 

HUSBAND’S  NAMEt  ^ 

fo  4 

7^AzJl 

1  L 

BIRTHPLACE*  (/ 

NAME  OF 

FATHER  £ 

- - - —  A'i-T  c^T^7y\ 

BIRTHPLACE 

OF  FATHER* 

MAIDEN  NAME 

OF  MOTHER 

BIRTHPLACE 

'  ~rP. 

INFORMANT  § 


ft.  H-z^r/U 


PLACE  OF  BURIAL  OR  REMOVAL  II 


DATE  OF  BURIAL 


. 190..^.. 


UNDERTAKER  '  ADDRESS  j 

~U/cMq  rejJi^LA^  1 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY  CERTIFY  that  I  attended  deceased  during  last 


:by  CEI 

illness,  from  cD f  . I90.f?..to . Jt7  <2.t 190 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  and  that  the  CAUSE  OF  DEATH  was  as  follows: 

Primary: 

(duration)...^  f-faioi 

Contributory:  .  .dbf.  Oft... . 

(Signed)...  S/.  . y ... . m.D. 

.^190. .^"(Address) 


r:  /?  V 

L\  iZuai4 

r;  Jam 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 

How  long  at 

Place  of  Death? . years . months . days 

Where  was  disease  contracted, 

If  not  at  place  of  death? . 


1.C..AA . i9o£. 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  USUAL  RESI¬ 
DENCE,  give  facts  called  for  under  "Special  Information.”  If  In  a  Hospital  or 
Institution,  give  its  NAME  instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  |  also  city,  town  or  county,  if  known. 

§  Name  and  address  of  person  giving  statistical  details. 

_||  Name  of  cemetery. 
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COMMONWEALTH  OF  MASSACHUSETTS 


/S? 

CITY  OF  LOWELL 

(.CITY  OR  TOWN.) 


RETURN  OF  A  DEATH 

FULL  NAME . .  . Registered  No. . 

} . .A.t  }LoyjuM^..nsMi.L . Dcr  ( . I90  7 

Residence  . .1C. CjCfdA.  JCoCcLt. CltlO.QAJ.. . Age . years . t. months . C. 


Place  of 
Death  * 


..months . ,'?s.^.....days 


1 


STATISTICAL  RETAILS 


SEX 


COLOR 


n. 


SINGLE,  MARRIED, 
WIDOWED,  OR 
DIVORCED 


JAL  OR  REMOVAL  II 


UNDERTAKER 


OUlbJr:  Xd ■  %a 


AA1 


ADDRESS 


MAIDEN  NAMEt 

HUSBAND’S  NAME  t 

BIRTHPLACE* 

^(nASjiC  %IG/U. 

NAME  OF 

FATHER 

u 

'  Ca  / 

BIRTHPLACE  (J 

OF  FATHER* 

cA(ru).jdttj  />  . 

MAIDEN  NAME 

OF  MOTHER 

O'  ChyiAyi-  ( /  JLCaaIj 

BIRTHPLACE 

OF  MOTHER* 

(0  C 

oLCrtAJuJliy  ’tVLGjrf  . 

OCCUPATION 

CU  ~lioCn/vU 

INFORMANT  § 

JiyUjjLA 

DATE  OF  BURIAL 

190  C.J.. 


triAs 


1/ 


ml 


PHYSICIAN’S  CERTIFICATE 


I  HEREBY,  CERTIFY  that  I  attended1  deceased  during  last 
illness,  from ...tOA.U.. . 190. Cpo  .ZJ.J..O...0..b^:...\90 

that  to  the  best  of  my  knowledge  and  belief  death  occurred  on  the 
date  stated  above,  apd  that^he  CAUSE  OFFBEAT H  was  as  follows: 

Primary:  ....  . . CCki.W. . 


.(duration) . .... 


/Q 


Contributory : 


-A 


..(duration) . DAYS 


ISigjned) .  ..tAU., . 

...AJJ.oJ.  . 0. 1 9 0 . /. i.( Ad d ress )  . . 


M.D. 


SPECIAL  INFORMATION  only  for  Hospitals,  Institutions,  Transients, 
or  Recent  Residents. 


How  long  at 
Place  of  Death  7 


Where  was  disease  contracted, 
if  not  at  place  of  death? . 


Filed  ft 

. CmjC. 


/5 

months . ...V. . days 


&/L4-. 


\90.fj 


^vrac<L  aA 

7 . . 

VS 


Clerk 


*  City  or  town,  street  and  number,  if  any.  If  death  occurs  away  from  tISUAL  RESI¬ 
DENCE,  give  facts  called  for  under  “Special  Information.”  If  in  a  Hospital  or 
Institution,  give  its  NAME  Instead  of  street  and  number, 
t  In  case  of  married  or  divorced  woman,  or  widow, 
t  State  or  country  j  also  city,  town  or  county,  If  known. 

§  Name  and  address  of  person  giving  statistical  details. 

Name  of  cemetery. 
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